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SYRUPUS ROBORANS 


SYRUP HYPOPHOS, COMPOUND with 
QUININE, MANGANESE and STRYCHNINE. 


Syrupus Roborans as a Tonic During Convales- 
cence has no Equal. 
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SYRUPUS ROBORANS is in perfect solution and will keep in any climate. 

Dr. W. O. ROBERTS says:—In cases convalescing from “La Gri > SYRUPUS 
ROBORANS has no equal. 
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Trophonine 


a palatable and nutritious liquid food, contains the nutritive elements of beef, wheat gluten 

and nucleoalbumins, so prepared as to be readily absorbed and aid almost immediately in ‘the 

process of reconstruction. It furnishes the sick with the largest possible supply of nourish- 
ment and with the minimum tax on the digestive organs. 


Protonuclein 


by increasing the number of Leucocytes, destroys toxic germs, increases the inherent resist- 
ance to disease, quickens glandular activity, arouses the nutritive forces, gives tone to the 
system, and stimulates cell-life throughout the organism. 


Peptenzyme 


is the only perfect digestant. It digests every variety of food. In physiological activity it 

presents the active and mother ferments of the entire group of digestive organs. It aids di- 

gestion by furnishing an additional supply of protoplasmic material out of which active fer- 
ments are elaborated, and perfects the process by increasing cellular activity. 
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SOME GYNECOLOGICAL MISTAKES AND THEIR PATHO- 
LOGICAL BEARING AND IMPORTANCE,* 


BY H. E. HAYD, M. D., BUFFALO, N. Y. 
Gynecologist to the German Deaconess’s Hospital. 


In considering the pathology of pelvic diseases, it must be 
accepted that inflammatory affections of the endometrium, tubes, 
ovaries and peritoneum are the effect of the same pyogenic or- 
ganisms which produce inflammations elsewhere; and that just 
as we have mild or grave clinical manifestations in the cellular 
tissues of the extremities as the result of a difference in the char- 
acter of the coccic invasion, so we see different degrees and 
forms of pelvic trouble: the staphylococcus producing the milder 
forms of endometritis, salpingitis, ovaritis and peritonitis, while 
the streptococcus is responsible for the more virulent forms as 
well as for most broad ligament phlegmons, ovarian abscess, 
purulent peritonitis and metastatic involvement of the joints and 
distant organs. Besides these (and perhaps other pyogenic bac- 
teria) the gonococcus plays a most important role, and is per- 
haps responsible for as much, if not more, pelvic disease than 
all the other forms of bacteria put together. Usually, however, 
the gonococcus does not exist alone, but in conjunction with other 
pus-producing fungi, making a mixt infection capable of causing 
the most serious complications the surgeon is ever called upon 
to correct; not only endangering the life of the patient, but de- 
stroying the function and usefulness of the organs involved. 

These different cocci may either enter the cervix and occa- 
sion an acute endocervicitis, or they may remain there in a more 
or less latent fashion, and come into pernicious activity by va- 
rious traumatic or other agencies. The gonococcus travels by 
continuity of tissue to the endometrium and thence to the tubes 
and ovaries and the peritoneum, while the other pus-producing 
bacteria (the staphylococcus and streptococcus) may also take 
the course of the lymph spaces and veins, directly to the peri- 
toneum, involving ovaries and tubes secondarily. Sometimes, 
altho rarely, the intestinal tract is the source of the infection, by 
reason of the bacterium coli communis passing thru the intestinal 
wall, and occasionally the gonococcus enters the peritoneum 
thru the bladder or ureters and kidney. 

However, it must not be understood that all the diseases of 
the female generative tract are the result of bacterial invasion, 
as it is very probable that the catarrhal diseases of young girls 
and virgin women, with their associated creamy leucorrheas 
are originally of purely hematogenous origin; but they are often 
made serious by unnecessary examinations and local manipula- 
tions with sounds and intrauterine applicators, which infect with 
the staphyllococcus, converting a simple catarrh into a purulent 
inflammation. 

Moreover, it must be said that, in the light of recent pathol- 
ogy, cold feet, frights, emotions and disturbances of menstruation 
eannot be accepted as a cause for pus in the pelvis; the real 
sources of trouble are dirty finer nails, unclean surgical instru- 
ments and infidelity! 

By this knowledge and a scientific respect for its teachings 
we can at once see the dangers in connection with the therapeu- 
tics of the older school of practitioners, who believed and advo- 
cated that the uterine cavity could be invaded with sounds and 
syringes, and various local treatments made, without any special 
danger or harm. But with our new pathology came increast 
wisdom, and with it the greatest respect for the vulnerability of 
the endometrial mucous membrane, a knowledge which teaches 
us that, altho it may suffer all kinds of abuses without any se- 
rious reactions sometimes, yet more often the most serious con- 
sequences may result from the most trivial injws. 

The symptomatology of uterine disease is complex, is many- 
sided; some of its symptoms are manifested in the organ itself, 
while others partake of the most diversified reflex phenomena. 
However, upon careful inquiry, certain prominent symptoms sug- 
gest themselves, which point strongly to certain definite lesions, 
as for instance, the hemorrhage in fibroid tumor, the dysmenor- 
rhea in endometrial affections of the cervix and body of the 
uterus, the reflex systems and often to most remote organs, from 
displacements. The uterine syndroma of Pozzi embraces certain 


*Abstract of a paper read before the Buffalo Academy of Medicine. 


general symptoms which accompany pelvic diseases, and may 
be said to be pain, leucorrhea, dysmenorrhea, metrorrhagia, 
symptoms from neighboring organs, as the bladder and rectum, 
and from distant organs, as the stomach and digestive tract, 
and the nervous system generally. Unfortunately many of these 
symptoms are present in other conditions than true uterine, tuba! 
or ovarian disease, and, therefore, their sources must be sought 
and, if possible, understood and carefully studied out. 

Women, as a rule, assume that most of their distress, pain 
and suffering originates in, or results from, their genital or- 
gans, and look upon their sex as a providential curse. They are, 
therefore, always ready to believe, with but little encourage- 
ment, that some special disorder exists, and thus they become 
the victims of unnecesssary and painful examination and much 
needless local treatment. 

Pain in the ovarian region, dysmenorrhea, leucorrhea and 
pain in the back are often but the expression of a poorly nour- 
isht body and an unbalanced nervous system, worn out by ex- 
cessive cares and anxieties, and driven to exhaustion by unre- 
quited affection and domestic infelicity. Pain is no doubt the 
most frequent symptom which we are called upon to treat, and 
is the one which most readily begets our sympathy, and should 
have our best professional thought. It is a symptom of so many 
varied conditions, and is so complex in its origin, being often 
most acute in purely functional disturbances, that it is fre- 
quently assumed to be the expression of some serious lesion, 
and as a result, many needless mutilating operations have been 
vainly tried for its relief. Many women have been operated upon 
for the relief of pain in whom gross painful lesions existed, and 
yet were not relieved of their pain by the operation, because 
there was also present a reflex pain and tenderness or a brain 
pain which may have been due to the presence of the growth 
or the inflammatory exudate, or may have been independent of 
them altogether. As a rule, however, a nervous or hysterical 
pain is acute, and is attended with markt and perhaps excessive 
superficial tenderness. It is in the skin and can be often increast 
by raising the skin into folds, and it is unduly disproportionate 
to the diseased organ. There are also present painful stigmata 
elsewhere and other well-markt hysterical manifestations, as the 
globus and the anesthetic conjunctiva and soft palate. It is 
needless for me to allude to the many operations which have 
been performed for the relief of pain, and how many querulous 
and mutilated women are going about from doctor to doctor, 
seeking relief for the many diverse and horrible symptoms which 
have resulted from an improper estimation and appreciation of 
this subtle but coy symptom, pain; suffice it to say that these 
operations, which are more often performed by the unwary and 
the unguarded, are justly the opprobium of our surgical art. 

Endometritis with cervical catarrh so commonly affects 
the general health that most women during their active men- 
strual life suffer from it. Here is where the various caustics have 
been so vigorously and improperly applied, from the simple ni- 
trate of silver solutions to the fuming nitric acid—stenosis of the 
cervix and os interum and even cicatricial contraction of the 
canal frequently resulting from these topical applications, as 
well as acute infectious endometritis with tubal and ovarian 
complications, possibly by lighting up latent gonococci and other 
pus-producing bacteria. Tonics, good food, change of air, active 
exercise, daily movement of the bowels, sexual rest and astrin- 
gent injections are usually all that is called for. If the case, 
however, proves intractable and rebellious, a properly performed 
curettage and packing with iodoform gauze is an infinitely less 
dangerous and far more effective means of treatment. However. 
if the cervix is wide and patulous, and admits of free drainage, 
and there is no associated tubal or ovarian mischief, intrauterine 
applications of iodine or iodine and carbolic acid, with proper 
precautions, may be safely employed; but if the internal os is 
small and contracted, much pain and colic will result, and per- 
haps tubal complications. 

It is absurd to assume, save in the most exceptional cases, 
that a uterus can be properly curetted without the assistance 
of an anesthetic, and that the operation can with safety be done 
in one’s office and the patient be permitted to go home, as after 
an ordinary intrauterine treatment. I am satisfied that great 
harm is done women every day by otherwise capable men who 
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underestimate the importance of this true surgical procedure. Un- 
fortunately, this splendid operation, capable of so much good 
when indicated, is performed quite unnecessarily, because me- 
chanically it is so easily done. Here the merest tyro in medi- 
cine, in order to be “in the swim” with his successful rival and 
teacher, who is an acknowledged operator of ability, “curettes”’ 
simply because he is not capable of doing the indicated Alexan- 
der operation, or an abdominal section. He persuades his poor, 
guileless and trusting patient that a curettage will make a 
speedy cure, and thus gets the credit of doing an operation; some 
weeks later an experienced operator takes out big pus tubes and 
ovaries. Salpingitis and ovaritis are often associated with the 
endometritis; in fact, it is questionable whether an endometritis 
pure and simple exists alone, since the contiguity of similar mu- 
cous membranes offers the route of an ascending inflammation 
which may be of a very mild degree in the tubes, and evidenced 
clinically only by slight tenderness without fullness in the 
vaginal fornices, but by the slightest provocation may be accen- 
tuated so that the tube gets swollen and its fimbriated end turns 
in and closes, when we get retention cysts, hydrosalpinx and pyo- 
salpinx, diseases which practically disorganize the future use- 
fulness of the channel. 

Cervical lacerations, with their associated erosions, or what 
are commonly called ulcers, are often shamefully treated by 
capable and representative men in our profession. They are 
painted with tincture of iodine and various caustic preparations 
week in and week out, and when the patient is tired out by these 
frequent applications without relief, she of her own volition seeks 
a surgeon, who quickly performs a trachelorrhaphy and restores 
her to a healthy and useful life; or from neglect on the part of 
the physician to inform the poor woman of her future possibili- 
ties and dangers, these unhealthy ulcerated tears are allowed to 
go on slowly, but often surely, to malignant disease. Unmind- 
ful and careless of his terrible responsibilities, the medical at- 
tendant has allowed this poor, trusting and confiding patient, 
who once had a simple and easily cured laceration, to go unsus- 
pectingly on until she has a cancerous ulceration, so far ad- 
vanced and with infiltration so general into the broad ligament 
that an operation, even if performed, is of questionable value. 
This gruesome picture looks like a creation of a vivid imagina- 
tion, but the experience of every operating gynecologist will attest 
its frequency; these patients have been tamponned and painted 
with caustics inside of the womb and outside for weeks and 
months! It does not seem possible, with the enlightenment of 
the nineteenth century, that such criminal ignorance and neg- 
ligence could exist, but our operating rooms prove the truth and 
justice of my criticism. Neglected perineal lacerations, with 
their associated rectoceles and cystoceles, are treated by faradi- 
zation and alum injections and all kinds of “tinkering” and un- 
scientific devices, until they become such serious matters that 
even well-directed plastic surgery cannot restore them to nor- 
mal conditions. 

Ureteritis, a quite common malady in women, is also often 
carelessly interpreted, and its symptoms treated as if they were 
of intrauterine origin, and by the same routine procedures which 
characterized the average gynecological outfit—speculum, sound 
and intrauterine applicators. 

Diseases of the rectum have such a varied symptomatology 
that they are frequently unsuspected. Fissure of the anus will 
produce the most distressing backache and reflex symptoms 
even to remote organs, and occasion such a degree of ill-health 
and nervous unbalance as to be responsible for the most violent 
forms of neuralgia and congestive dysmenorrhea. I dilated 
and curetted a young woman once without relief for markt con- 
gestive dysmenorrhea, and subsequently found an unsuspected 
fissure of the rectum, not so painful or irritable as to have pro- 
duced pain at stool, but sufficient to have caused such an amount 
of nervous leak as to have undermined her whole system and 
reflexly to have congested her pelvic organs. Upon dilating 
the sphincter thoroly she was cured of her painful menstrua- 
tion. Our orificialists will maintain that her condition was due 
to contracted sphincter; be that as it may, her rectum was re- 
sponsible for her pelvic mischief. 

Nervous ovaries, or “Charcot’s ovaries,” is also a very common 
condition, and is so often misunderstood and treated as tho an 
organic affection existed. Pain in the ovarian regions and often 
excruciating tenderness in the iliac fossae, with epigastric pain 
and distress, and sometimes markt vomiting and dysmenorrhea, 
are its principal symptoms; while upon vaginal examination the 
uterus is found to be freely movable and the lateral sulci not 
thickened or indurated, but often excessively tender. Here the 
fine faradic coil is a specific; as if by magic the pain and tender- 
ness disappear, and sometimes only one or two seances are 


necessary. 


The uterine sound, one so frequently used for diagnostic pur- 
poses, has been replaced by the educated finger, and has justly 
been relegated to a very small field in the gynecological 
armamentarium. Yet it is a two-edged sword, and altho some- 
times a very valuable instrument, should only be used with the 
greatest care, and with the strictest antiseptic precautions. The 
same might be said in reference to all intrauterine applicators 
and of all kinds of intrauterine manipulations. 

It has been proved by frequent culture experiments that a 
few gonococci often remain latent for months, and even years, 
in the cervical mucous membrane, and are only brought into 
pernicious activity by slight traumas produced by careless and 
unnecessary sounding and instrumentation of the uterus. The 
same clincial application can be made in reference to benign 
catarrhs, which are insulted by the unclean sound or the con- 
tagions of the vagina which stick to it, and thus more or less 
severe septic processes may follow. 

The galvanic electrode has done more harm in the hands of 
the unskillful than all the good which has been accomplisht by 
its brilliant apostle, Apostoli, and his trained followers. And I 
regret to be compelled to say that so valuable an agent as elec- 
tricity has been so easily placed in the hands of the unqualified 
and unscrupulous that it is now being used by them, under the 
guise of giving “local treatments,” for the purposes of criminal 
abortion. 

The pessary, which is a troublesome and sometimes abomina- 
ble device, under the most favorable circumstances, is yet a 
very useful instrument and capable, in the hands of experienced 
men, of bringing great comfort and relief to suffering women. 
Every retrodisplacement, however, does not produce definite 
symptoms, and perhaps does only when there is present asso- 
ciated endometritis and catarrhal salpingitis. Nevertheless, it is 
too often the practice to insert this mechanical device where sup- 
port is quite unnecessary, and when the symptomatology is due 
to some other totally remote condition. The dangers associated 
with the wearing of pessaries, when neglected and not properly 
taken care of, are too familiar to all to need any further com- 
ment from me. The last decade has placed in our hands the 
Alexander operation, a unique and ideal surgical procedure, for 
the relief of symptom-producing uterine retrodisplacements; sim- 
ple, bloodless and easily performed, and I should say, practically 
without danger in careful and experienced hands—an operation 
which does away with the necessity of wearing a more or less 
dangerous, and at all times nasty and often stinking mechanical 
device, and one where the future child-bearing function is not 
in any way endangered or interfered with. It must be per- 
formed, however, only in suitable cases—in simple, uncompli- 
cated posterior displacements. 

The cry is—and a just one, too—that there is altogether too 
much operating done nowadays; yet in the face of this just criti- 
cism I am compelled to believe that most of the symptom-pro- 
ducing definite and discoverable lesions of women are cured best 
and quickest by operative measures, and our work in the past 
was often too incomplete to get perfect results, because surgical 
means were not pusht far enough to cure all the conditions which 
were present. Recent pathology has shown us and clinical ex- 
perience has demonstrated that often with markt retroversions 
there is a general enteroptosis, with associated floating kidney and 
a resulting chronic appendicitis. To place the uterus in position 
is but one element in relieving symptoms and distress, and with- 
out fixing the kidney, and perhaps removing the appendix, a 
cure cannot possibly follow; therefore, incomplete surgery is 
responsible for these many failures; and not unnecessary and un- 
called for surgery. 


HERNIA OF THE BLADDER IN THE FEMORAL RING. 


BY LUCY WAITE, B. A., M. D., CHICAGO, ILL. 
Head Surgeon of the Mary Thompson Hospital for Women and Children. 


A patient walkt into my clinic bent forward and supporting 
with her hand the left inguinal region. She said that two weeks 
previously she was lifting a heavy tub when something suddenly 
“gave way in her side” (to use her expression), since which time 
she had been in constant pain, and unable to stand up straight. 
By walking bent forward she could get about, altho the pain 
and soreness in the left side never left her. She was unmarried, 
89 years of age; had workt hard all her life, and is now thin 
and pale. - 

On external examination I found a tumor-mass protruding 
from the left femoral ring, exquisitely sensitive, the size of a 


small hen’s egg, hard and somewhat nodular. There was no 
fluctuation, no impulse on coughing, no difference in size on tak- 
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ing the upright position, no history of constipation and no pain 
during bowel movements. Vaginal examination revealed the 
uterus small, even atrophied, lying extended in the pelvis, but 
drawn decidedly to the left and partially fixt in this position, 
with extreme tenderness in the left ovarian region; no tender- 
ness in the right vaginal vault. 


A negative diagnosis was made, excluding hernia of the 
bowel, and a tentative diagnosis of either ovarian or omental 
hernia. The physical examination pointed very strongly to her- 
nia of the ovary. 

Examination of the urine showed numerous pus cells. 

On the operating table the tumor was exposed by dissecting 
upward a small circular flap. With the mass in view and be- 
tween the fingers it was no easier to make a diagnosis. It was 
still the opinion of the operator and those witnessing the opera- 
tion that the diagnosis lay between an ovarian and omental 
hernia. 

After removing the fatty tissue, together with adhesions 
which had formed around the sae, it was evident that the mass 
did not contain an ovary, but resembled a thickened piece of 
omentum. At this point I decided to snip out a piece for mi- 
eroscopical examination and return the mass to the abdominal 
eavity. In cutting out a very small piece for this purpose a 
clear fluid oozed out of the mass! It seemed to be evident that 
an opening had been made into a cyst of some sort, and the sus~ 
picion that this opening communicated with the bladder was im- 
mediately confirmed by the passing of a sound thru the very 
small incision. The sound was distinctly felt in all parts of the 
bladder. 


The opening was quickly closed by three sutures of linen 
thread. 

A slight snip was made in Gimbernat’s ligament 
small tumor returned to the abdominal cavity. The femoral 
canal was closed by catgut sutures, the flap sutured in place by 
silkworm gut, carefully dried and sealed by a collodion dressing. 

The patient made a normal recovery. Catheterization was 
continued for several days, as the patient was unable to pass 
the urine. 

I find practically no literature on the subject. Kelly, under 
the general subject of displacements, says: “The bladder may 
also be displaced by being drawn into the inguinal and femoral 
canals and even thru fhe foramen ovale with herniae.” Dr. 
Marcy, in his extensive work on “Hernia,” gives a chapter to 
hernia of the bladder but mentions no case where this has oc- 
curred in the female. He cites a number of cases of intestinal 
hernia in the male accompanied by hernia of the bladder. He 
does not mention the possibility of this in the female, except in 
the general statement: “The bladder may escape thru the femoral 


and the 


ring or an opening in the pelvie floor, but much more frequently 
it occurs as part of the contents of an old direct hernia.’ Pozzi 
says: “The bladder has been known to protrude thru a small 
opening (inguinal or crural canal).” 


A CASE OF TRAUMATIC VESICO-VAGINAL FISTULA; 
GLASS PESSARY RETAINED TWENTY-EIGHT YEARS.* 


BY FREDERICK A. TUCKER, M. D, NOBLESVILLE, IND. 


The case in question, which I present to you to-day, was to 
me of unusual interest because of its chronic nature, and the 
cause leading to the patient’s condition. A brief history of the 
patient and previous treatment will, I believe, make the case 
of more interest. 

Mrs. Mary H is aged 68, a widow of twenty-seven years, the 
mother of one child, now twenty-nine years of age. Mrs. H con- 
sulted me at my office in July, 1899, complaining, as she described 
it, of a weight in her bowels and bladder, with burning of her 
urine, which she described as having a very offensive odor; and, 
also, that her bladder leakt, this latter condition, she said, hav- 
ing been present for three years. After questioning her closely, 
I elicited the information that she had worn a pessary for twenty- 
seven years and three months without ever removing it, because 
the doctor who placed it advised her never to remove it unless 
it gave her pain. She seemingly obeyed his instructions to the 
extreme. During this time she had her monthly sickness regu- 
larly, without inconvenience, until three years ago, since which 
she had been complaining of her bladder leaking. 

On examination I found the external parts in a normal con- 
dition, but upon passing the examining finger into the vagina 
about two inches, I came in contact with a cartilaginous mem- 
brane, similar in touch to a well-formed hymen, in the center of 
which was an opening thru which I could barely pass the tip of 
my little finger. Above this septum, or hymen, was the pessary 
in question, and the fistulous opening into the bladder, produced, 
no doubt, by the long, continuous pressure of the pessary upon 
the bladder. The parts were very much ex¢oriated and raw, with 
a very offensive discharge, which I afterwards found came from 
a very excessive cervicitis. 

The parts were cleansed with a boracie acid solution, after 
which the patient was anesthetized and the new “hymen” was 
clipt in a stellate form. Impromptu forceps were introduced and 
delivery of the pessary, as of a child’s head, was accomplisht, 
followed by an excessive flow of bloody-looking serum, with a 
very offensive odor. 

After delivery had taken place the parts were thoroly cleansed 
with a weak bichloride solution, and search made for the fistu- 
lous opening, which was located about one-half inch anterior to 
the cervix, and about one-quarter inch above the septum, or hy- 
men. This opening was circular in form, with raw, rough edges, 
which were sloughing away. The opening was large enough to 
introduce the tip end of my little finger. 

The edges of the fistulous opening were denuded and pared, 
on the vaginal surfaces entirely, to create a freshened area from 
six to eight millimeters in breadth, extending down to, but not 


“as — at the Mitchell District Medical Society, West Baden Springs, July 
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including, the mucous membrane of the bladder. I used a small 
fistula knife, first, to outline the limit of denudation around the 
fistula. This done, I took a pair of rat-tooth forceps to hold the 
tissue to be removed and with a small pair of fistula scissors 
(after the pattern of Kelly) the tissue was removed and the par- 
ing was carried down to healthy tissue. A constant irrigation 
with a small stream of warm sterile water was kept on the parts 
to keep the field of operation clear. After carefully removing 
all small particles of tissues, the entire wound now had a fresh 
edge, gently beveled on the vaginal surface. Passing and tying 
the sutures was the next step. To do this I used the ordinary 
needle holder and small curved needles. As suture material | 
used a fine flexible silkworm gut for the main suture, passing a 
small catgut between some of them. I determined the direction 
in which the edges of the wound would come best together, then 
past the suture to lie in the middle of the wound. I past my 
needle into the vaginal mucosa about three millimeters from its 
edge, and it appeared again just under the mucous memprane of 
the bladder, then entered the opposite side of the border of fresh- 
ened surface and bladder mucosa and emerged on the vaginal 
surface about three millimeters from the edge of the wound, cor- 
responding to the point of entrance. The sutures were similarly 
past on both sides of the first, about half a centimeter apart, 
until five were introduced, being sufficient to close the wound. 
The first suture introduced was first tied, then on either side of it 
successively. The amount of tension used was just enough to 
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bring the edges sungly together, then tied. There was a little 
pouting between each of the main sutures, which was corrected 
by passing a very fine catgut suture into each place. 

This completing the operation in question, the after-treatment 
consisted in keeping the patient in bed for fourteen days and 
keeping the bladder empty for six days, with a soft rubber 
catheter in the bladder for that length of time, except that it was 
removed for an hour each morning and evening. I also placed 
a small, soft gauze pack in the vagina to give support to the 
walls of the bladder and vagina. The vaginal pack was replaced 
with a clean one whenever it became soiled. The bowels were 
opened on the third day by a purgative and enema. The silk- 
worm gut sutures were removed on the thirteenth day, and as 
the bladder grew accustomed to renew its normal function, the 
ability to retain urine increast from day to day. 

After a period of fifteen days the patient was able to re- 
turn to her home, and subsequent treatment for the excoriated 
cervix has been continued twice a week since then, with a rapid 
progress toward ultimate recovery. Since the removal of the 
pessary and the closing of the fistula the septum, or hymen, has 
reunited sufficiently to form a complete hour-glass of the vagina. 

The specimen I present is, I believe, a fair representative of 
the pioneer surgical and mechanical devices. It is different from 
any pessary I have ever seen or used. 


Of all the “willy-nilly” books of the year 1900 that entitled 
“Suggestion, the Secret of Sex,” will take the premium. The au- 
thor—one C. Wilbur Taber, of Minneapolis—claims that the sex 
of the infant can be controlled by the parents thru sheer force 
of mind-action. Anyone desiring to read the fanciful concep- 
tions of a misled mind can secure this book from the Chas. H. 
Kerr Co., publishers, Chicago. 


WIRING PATELLA, EXCISION OF UPPER JAW, REMOVAL 
OF APPENDIX. 


BY HENRY A. BARR, M. D., BEAUMONT, TEX. 
Chief Surgeon Sisters’ Hospital, Beaumont, Texas, formerly Resident Physician 
John Sealy Hospital, Galveston, Texas. 
[CONTINUED FROM SEPTEMBER NUMBER. | 


Case II. Baby H., male, white, age three, poorly nourisht, 
pale and anemic, family history good. Patient was admitted to 
Sister’s Hospital, Beaumont, Tex., December 9, 1899, where an 
examination was made, the following pathological conditions 
found to exist: Patient was pale and anemic, very nervous and 
cross, temperature 101 Fahr., pulse 1380. About an eighth of an 
inch below the infraorbital margin of the left orbit was an open- 
ing, thru which an ordinary sized lead pencil could be easily 
past. This opening, or fistula, led backward and downward 
into the mouth. The left eye-ball had entirely disappeared, there 
not being the least vestige of it remaining. There was quite a 
quantity of bloody pus being discharged from this opening, and 
the parents stated that some small pieces of bone had come away 
at different times. The discharge together with the breath of 
the patient had a most horribly fetid odor, this odor permeating 
the whole room to such an extent as to render almost unbearable 
for one to enter. With a probe, the soft spongy bone could be 
easily felt. All of the teeth of the left superior maxilla had 
dropt out, as well as many of those of the left inferior maxilla. 
The teeth, above and below on the other side were loose and a 
few of them had also come away. The entire left superior max- 
illa was one spongy mass of necrosed bone. There was also 
a profuse discharge of pus from the sockets of the recently de- 
cayed teeth. The floor of the left orbit had become necrosed and 
given away. ‘The parts of the ethmoid, superior maxilla, malar, 
nasal and lachrymal bones had become either entirely necrosed, 
or to such an extent as to render their function useless. The 
destructive process was confined almost entirely to the bony parts 
of the soft tissues, with the exception of a small circumscribed 
area about the fistula appeared in a fairly healthy condition, The 
child was constantly troubled with stomach and intestinal de- 
rangements, brought about for the most part, no doubt, by the 
continual swallowing of the fetid discharge. 

The parents informed me that the child had enjoyed good 
healih until six months previous to its admittance to the hos- 
pital. While living in an intensely malarial region, it contracted 
malarial fever. The sheet anchor treatment for this disease, 
which, for the most part, consists of quinine and calomel, was 
according to their statements, pusht to the utmost limit. The 
most heroic doses of calomel, 15 grains at a dose, so they said, 
were given and repeated at short intervals, together with corre- 
sponding doses of quinine. It is needless to say that the mala- 
rial germs were promptly destroyed, and the chills and .fever 
broken up. The parents also stated that the child never had 
another chill, until a month previous to entering the hospital, and 
these were not malarial, but due to sepsis. As would probably 
be expected from the treatment given, the child was badly sali- 
vated. The breath became very offensive, and less than a month 
from the time it was first taken iJl, there was noticed a swelling 
beneath the left eye. This swelling soon opened thru the skin, 
forming a profusely discharging sinus. At the time of forma- 
tion of swelling spoken of above, it was noticed that the left eye- 
ball had begun to recede, and if I am to believe the parents’ state- 
ment, within two months from date of initial illness, the left eye 
ball had entirely disappeared. One can readily understand how, 
by the destruction of the floor of the orbit, the eye-ball would 
become displaced, but I must confess that I do not understand 
how it was entirely absorbed within such a short time. If any 
members of the profession have had to do with like or similar 
vases, Which were characterized by such rapid absorption of this 
organ, it will please me to hear from them. 

If we were to expect any real or permanent relief in this case 
there was, of course, only one thing to be done, and that was to 
remove the whole of the diseased structures. On account of the 
extremely poor physical condition of the patient, especially its 
inability to retain nourishment; the extensive bone involvement 
and the probability of considerable hemorrhage, which the child 
was ill-able to stand, made the case anything but an inviting or 
hopeful one. After informing the parents of what would have 
to be done, if any permanent relief was to be expected, and also 
stating the gravity of the case, they willingly consented to have 
an operation done at the earliest possible time. With the assist- 
ance of Drs. Goldstein, Frye and Cruse, the operation was done 
the day after the patient was admitted to the hospital. On 
account of the extremely nervous condition of the child, it was 
well nigh impossible to make any preparation for the operation 
previous to the administration of the anesthetic. 

The patient was placed on the table the day following its ad- 
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mittance to the hospital, and before the anesthetist could begin, 
the struggles of the child brought on a most alarming hemor- 
rhage, blood issuing from the mouth, nostrils, orbit and fistula. 
Considering the condition of the patient, this was certainly not a 
pleasing beginning; however the child was held while the anes- 
thetic was carefully administered; which it seemed to bear fairly 
well. As soon as it was under, the table was placed so as to 
give the Trendelenberg position. The patient was now strapt 
to the incline plane thus made with head downward in order 
to obviate annoyance and dangers arising from blood passing 
downward into the bronchial tubes and stomach. 

I made the usual incision for removal of superior maxilla; 
beginning at the zygoma, the incision was carried across just be- 
low the infraorbital margin to the nose, thence downward along 
the groove between the nose and face; thence down this groove 
to the alia; thence across to middle of upper lip; thence down- 
ward along the middle of the lip, completely severing it. This 
flap was well turned back, so as to expose as much as possible of 
the bony structures to view. With a child of this age, no saw 
was necessary. On exposing the bony parts it was found that 
the bone destruction had been quite extensive, much of the su- 
perior maxilla having undergone degeneration and liquefaction, 
passing off in the form of pus and other debris. It was found 
necessary to remove almost the entire left superior maxilla, a 
considerable portion of the left malar, the left nasal, the palate 
bone of left side and lachrymal, together with the perpendicular 
plate of the ethmoid. The anesthetic was administered without 
any unusual difficulty, it not being necessary to suspend it at any 
time during the operation. Great pains were taken to remove 
every vestige of dead bone, bone curettes and bone forceps being 
used for this purpose. At no time during the operation was 
there any alarming hemorrhage, it being easily controlled by 
the application of hot sponges and the tying of a few small ves- 
sels. After satisfying myself that all dead bone had been re- 
moved, the parts were thoroly cleansed with hot boracie acid 
solution, the cavity lightly packt with gauze, and a drainage tube 
past thru the orbit down into the mouth. ‘The flap was now re- 
placed and closed with silk-worm-gut sutures, along the whole 
course of the incision, with the exception of a short space on 
either side of the fistula. Several times during the course of the 
operation the patients pulse became very weak, but considering 
the condition of the patient and the extensive involvement of the 
bony structures, it stood the operation quite well. There was 
considerable shock, but the patient reacted nicely within two 
hours after being placed in bed, hot water bottles and other stim- 
ulants, of course, being used to assist in bringing about reaction. 
During the night following the operation, while the nurse was 
temporarily absent from the room, the patient succeeded in free- 
ing one of its hands and pulled away the drainage tube, which 
had been past thru the orbit into the mouth. As there was no 
immediate danger of the opening closing, the tube was not re- 
placed at all. The improvement was satisfactory and rapid 
from the first, the temperature never going higher than 101 Fahr., 
the same degree as when operated on. The dressing was changed 
every forty-eight hours, and the cavity thoroly irrigated with bo- 
rie acid solution and full strength hydrogen peroxide. 

Notwithstanding the fact that the change of the dressing was 
the most disagreeable and painful procedure to the patient, it was 
one of the most tractable and easily managed child patients that 
I have ever met. When irrigating and passing the fluid thru 
the mouth, nostrils, orbit and fistula, there was at no time any 
resistance, struggling or crying. There was union by first in- 
tention along the whole length of the wound, and the child was 
able to take plenty of liquid nourishment within three days af. 
ter operation. The discharge soon ceast, the fetid odor of breath 
disappeared, and the child actually gained perceptibly in flesh 
and strength within 15 days after operation. The opening thru 
the orbit had entirely closed within 20 days, but the fistula had 
not.quite closed on the twenty-eighth day, when patient left the 
hospital. Instructions were given the parents that in case the 
fistula did not close within ten days the child was to be brought 
back. Two weeks later the parents wrote me that the fistula 
had entirely closed, and that the child was rapidly gaining flesh 
and strength. Since that time I regret to say that I have heard 
no more of the case. 

Case III.—C. J.. male, white, age 35, occupation fireman, This 
patient was admitted to Sister’s Hospital, Beaumont, Tex., May 
2, 1899, and gave the following history: Had never suffered from 
any illness of sufficient severity to confine him to bed until two 
years previous, when he was suddenly seized with severe cramp- 
ing pains in lower abdominal region, followed within a few hours 
hy obstinate vomiting and diarrhea. The pains in the abdomen 
were more severe on the right side, apparently starting at this 
point and radiating upward and across to the left side. The pa- 
tient described the pain as being unusually severe, paroxysmal,the 


paroxysms coming on at irregular intervals, sometimes following 
each other in rapid succession, at other times as much as an 
hour elapsing between them. Patient thought he had some 
fever during this first attack, but was not sure, as he could not 
remember the physician’s statement in this regard. He states 
that notwithstanding the treatment received, the vomiting, diar- 
rhea and pain continued with unabated severity for about 36 
hours, then gradually became less severe, until recovery, which 
took place within a few days. In the course of a few weeks he 
regained his usual good health, and was not troubled any more 
until about eight months later, when he was seized with another 
attack similar to the first, but of longer duration; the diarrhea, 
vomiting and pain continuing some four or five days; then grad- 
ually subsided. During this attack he tells me that the pain 
was more severe low down on the right side, apparently starting 
here and spreading to other parts. He also tells me that it was 
more than a month before he had fully recovered from this at- 
tack and regained sufficient strength to enable him to return to 
his work. His health was then good, until something more than 
a year had elapst, when he was taken with another seizure simi- 
lar to the two preceding ones. 

At this time he came under my personal observation. When 
admitted to the hospital his condition was as follows: Tempera- 
ture, 103 Fahr., pulse ranging from 120 to 140, suffering parox- 
ysms of most intense pain. This pain was more severe and 
more localized in region of appendix, radiating from this point 
over the whole of the abdomen. Bowels were moving every two 
or three hours, the nature of the actions being thin and watery, 
with sometimes considerable mucus, but no blood. No nourish- 
ment at all could be retained, even water being rejected almost 
immediately. Judging from the statements, and actions of the 
patient, he was at times suffering the most agonizing pain, the 
hips being flext on the abdomen and the expression of the coun- 
tenance indicating the most intense suffering. During these par- 
oxysms the patient’s pulse would become weak and thready, go- 
ing as high as 140, there would also be present a cold clammy 
perspiration, which would become very profuse before end of 
paroxysms. These seizures would leave the patient in a state of 
collapse, requiring active stimulation to bring about reaction. On 
inspection no swelling could be detected over region of appendix, 
upon palpation the slightest touch over this region would cause 
most intense pain. The tenderness being so extreme it was impos- 
sible to make out anything definite by palpation. A hypodermic in- 
jection, one-half grain of morphine was given and another at- 
tempt at palpation made with same results as before. I then 
advised that an anesthetic be given and a more thoro examina- 
tion made. To this the patient positively refused, he apparently 
fearing that I would take advantage of his unconscious condition 
and operate without his consent. This lack of confidence and 
mistrust on his part, is partly explained from the fact that he had 
only been in this country a short while, and knew nothing of its 
customs, or the liberties that physician, or surgeons might take 
with their patients. With this condition of affairs, there was 
nothing left for me to do, but to try and relieve the patient by 
therapeutic measures; accordingly the ice bag was applied over 
seat of pain, broken doses of mercury given, and bromide and 
chloral given by high enema in sufficient quantity to modify the 
intensity of the paroxysms. Anything given by mouth was nev- 
er retained more than a few minutes, hence no nourishment could 
be given, except hypodermically, or by rectum. The rectum 
soon become intolerant, so that no nourishments could be given 
this way. 

While it was my opinion that an operation was indicated, I 
refrained from advising it, well knowing that the patient would 
not give his consent, and also on account of his refusal to take 
an anesthetic, and thus enable me to make a more thoro examina- 
tion. Again the conservative element of the “profession” would 
probably say, that an operation in this case was not necessary, 
because he had recovered from previous attacks similar to this, 
and why should he not do so from this one? It is a well known 
fact that the medical and surgical world are at this time engaged 
in a controversy as to the proper treatment of appendicitis, more 
especially in regard to those cases where we are not certain that 
suppuration exists, or perforation has taken place. One reading 
both sides, the conservative, and the radical, would be at a loss 
as to what course to pursue, with any particular case of appendi- 
citis; on the conservative side, we have a large number of good 
men, who vehemently maintain that all cases of appendicitis may 
he treated as successfully without as with operation, and in sub- 
stantiation of their claims are able to cite case after case, which 
has recovered without the intervention of a “knife.” On the 
other hand, we have another class who advise operative measures 
in all cases. Between these two extremes, we find varying de- 
grees of conservatism existing. Another fact that prevented me 
from insisting upon immediate operative measures, was that I 
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could not feel sufficiently positive as to the diagnosis of the case; 
for even to those of wide experience, it is a well known fact that 
it is not by any means always an easy matter to diagnose appen- 
dicitis. Notwithstanding my treatment, the patent’s condition 
continued to gradually grow worse, and realizing that if a change 
for the better did not soon take place, the case would terminate 
fatally within a few hours, after waiting 36 hours and finding 
his condition continually growing worse, I advised and insisted 
on an immediate operation. The patient, who was by this time 
beginning to realize the seriousness of his condition, was willing 
to accept anything that promist a chance for relief, or recovery, 
On receiving his consent, preparations for the operation were at 
once begun, extra stimulants were given, the remainder of the 
preparations being completed after the administration of the an- 
esthetic, the extreme tenderness of the parts preventing this be- 
ing done before. With the assistance of Drs. Goldstein and Frey, 
I made the usual McBurney incision. The appendix was found 
without difficulty, it was firmly bound down, together with the 
cecum, both being very much congested and covered with a sero- 
fibrinous exudate. The appendix was about twice the usual 
size. The adhesions, by which it and the cecum were firmly 
bound down, were broken up without much difficulty, and the ap- 
pendix quickly removed. There was no pus in the appendix, 
only a small amount of inspissated feces. After removal of ap- 
pendix the cecum and adjacent parts were carefully cleansed 
with hot boric acid solution and abdomen closed as rapidly as 
possible. ‘The patient, on account of his extremely weakened 
condition, was apparently beginning to sink. He was therefore 
quickly removed and placed in bed, hot water bottles applied and 
stimulants given to the very limit. He soon reacted nicely, being 
able to speak within an hour after being removed from the ta- 
ble. His recovery was uneventful, with the exception of a slight 
temperature, which continued for four or five days; vomiting had 
almost entirely ceast within 24 hours, and the bowels moved 
third day. He was discharged from the hospital on the twenty- 
eighth day, and is now well and strong, following his usual occu- 
pation, that of fireman. 


GALL-STONES FOLLOWED BY SPONTANEOUS RUPTURE 
OF THE GALL-BLADDER—OPERA TION—RECOVERY.* 


By AP MORGAN VANCE, M. D., LOUISVILLE, KY. 
Surgeon to SS. Mary and Elizabeth Hospital. 


I recently saw a married lady who gave the history of hav- 
ing had pain and discomfort in the gall-bladder region for sev- 
eral months. She had been under the care of Dr. W. O. Roberts, 
and had given birth to twins six weeks before I saw her for the 
first time. Dr. Roberts being out of the city, and the woman hav- 
ing a high fever, considerable pain, etc., the family decided to 
call another physician, and I was consulted. 

On examination I found a tender tumor just below the re- 
gion of the gall-bladder. The patient was taken to the Norton 
Infirmary, and an incision was made over the most prominent 
part of the tumor, coming immediately down upon the liver. Her 
temperature was very high, pulse weak, abdomen exceedingly 
tender. In working around the lower border of the liver to de- 
termine just what condition existed, quite a quantity of pus was 
evacuated and along with it a number of gall-stones. I removed 
in all twenty-three calculi, but was not at any time able to de- 
fine positively the gall-bladder. 

I think it was a case of spontaneous rupture of the gall- 
bladder, with the formation of an abscess, the gall-stones being 
discharged into this abscess sac. This would seem to be proven 
by the fact that there was never any bile discharged. I kept a 
drainage tube in situ for six days, then took it out and the 
wound healed at once. 

A week ago there appeared a tumor about the size of a hen’s 
egg near the site of the original wound, and a spontaneous open- 
ing has occurred. I have not seen the patient since, but Dr. 
Morris, the present family physician, told me that an opening 
had taken place. Since this spontaneous opening the patient has 
continued to improve and now feels perfectly well. 


I believe this is a case where nature has attempted to cure 
the condition by a spontaneous rupture of the gall-bladder. As I 
could not define the gall-bladder at all, I could only stitch the sac 
of the abscess as well as I could to the parietal peritoneum, in 
this way keeping the discharge out of the peritoneal cavity. 1 
do not believe it was the gall-bladder itself which I opened. 


*Reported to Louisville Medico-Chirurgical Society. 
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ABDOMINAL SECTION OR VAGINAL SECTION—WHICH 
AND WHY? 


BY BACON SAUNDERS, M. D., FT. WORTH, TEX. 
Professor of Surgery in the Medical Department of Ft. Worth University. 


The answer to the question in the title of my paper must 
always depend for correctness upon two things: (1) The condi- 
tion for which peritoneal section is made, and (2) the degree of 
skill of the operator. ‘There never will come a time when any 
particular surgeon can adopt either route to the absolute exclu- 
sion of the other. If he clings to the idea that clean and thoro 
work cannot be done thru the vagina, he will subject many a 
patient to an unnecessary abdominal section; if he attempts to 
do everything in pelvic surgery thru the vagina he will expose 
his patients to imperfect work, as there are some conditions 
which can be corrected more perfectly and safely from above 
than from below. No conscientious operator can, therefore, be- 
come wedded to either method; but will make a differential se- 
lection of his cases and adopt the particular route best suited to 
each. There are, of course, certain cases equally safe by either 
route—in which instances the skill dexterity and experience of 
the operator will be directed by choice rather than necessity, the 
surgeon giving the patient the benefit of the method he believes 
best for her particular condition. 

In some rare cases it may be necessary to abandon an ab- 
dominal operation and complete the work below. In a some- 
what larger proportion of cases, perhaps, it may be imperative to 
cease the vaginal work and finish above the pubes. Such change 
of plan does not seriously affect the prospects of recovery and 
should not be postponed when the operator feels that the different 
route would be safer, quicker and better. As for examples: It 
may be said that no operator of experience now thinks of open- 
ing the abdomen for inflammatory or hemorrhagic collections be- 
tween the layers of the broad ligament, when circumscribed 
thereby, until after he has given a trial of the simpler and safer 
vaginal section. (All doughy masses in the pelvis, of recent 
origin, are of this character and should be attackt thru the 
vagina—followed by abdominal section if found inoperable from 
below.) All pus-collections in the posterior cul-de-sac may be 
evacuated and drained thru the vagina—in fact, always should 
be by the inexperienced operator. Small, prolapst and adherent 
ovaries can be more easily and safely removed by vaginal 
than by abdominal section; and the operation leaves no scar. 

The attempt to remove even small tumors of any variety by 
the vagina is always of doubtful propriety, and no doubt in al- 
most every instance would better be done by the abdomen. 

The greatest controversy over this question has been between 
the advocates of the two methods for the removal of the uterus 
in malignant diseases. ‘The parties to the controversy are much 
closer together now than they were a few months ago, and it 
begins to appear that in the near future all will agree, except 
the most heroic and sensational, to what is most probably very 
close to the truth, and what is to be generally recognized as 
such, namely, that cases of cancer of the uterus from which all 
diseased tissue cannot be removed by a careful vaginal section 
had better be left to their fate, without any attempt at radical 
surgical interference! The attempt to do more thoro extirpative 
work by abdominal sections than can be done thru the vagina 
has not proven justifiable by results. No doubt a more extensive 
clinical experience will prove that it is bad surgery to operate 
for cancer of the uterus by any method after the disease has in- 
vaded the surrounding tissues to an appreciable degree. It will 
be infinitely better to devote our energies to perfecting the means 
of an early and certain diagnosis, and to presenting the subject 
to our patients in such a way that they will submit to the opera- 
tion before systemic invasion makes its appearance. So then, 
with a few possible exceptions, the vaginal section is the one of 
choice in all cases of uterine cancer that are operable. 

I am still of the opinion that in all cases where there is pus 
in the tubes or ovaries, or where there is pus, blood or infected 
material in the peritoneum from whatever source, it is best to 
make the abdominal incision. Only by this method can we have 
command of all the resources necessary in many of these cases 
to do a complete operation. Be the source of the trouble a rup- 
tured tube resulting from tubal gestation, a pus-tube or abscess 
of the ovary, or hemorrhage from any cause, provided it is intra- 
peritoneal, it can only be safely handled thru the abdomen. 

All forms of abdominal tumors extending into the pelvis, and 
all pelvic tumors can only be safely reacht and removed thru 
the abdomen, whether they be cystic or solid. In small fibroids 


*Abstract of a paper read at the North Texas Medical Society. 
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of the uterus it is better to have full command of the situation 
by the high incision, no matter if the intentions be to remove 
the whole organ or only the tumor. 

Firmly fixt uteri from inflammatory exudates and old ad- 
hesions can be more safely reacht by abdominal section. 

In any case of pus in the pelvis of considerable quantity, and 
where there is a doubt of the patient being able to stand a more 
protracted and thoro operation, the vaginal incision should al- 
ways be made to allow of drainage and recuperation. In all 
cases of doubt as to which method is best to be adopted, the 
operator, especially an inexperienced operator, should choose the 
easiest and quickest, and that is, unquestionably, the vaginal sec- 
tion. If all will do this, unbiased and uninfluenced by the desire 
to do more or less of the so-called major abdominal surgery, and 
moved solely by consideration of both the present and ultimate 
good of the patient, more lives will be saved than are now in 
some quarters that I know of. 

Like every other question in surgery, this cannot be settled 
by simple rule of practice. Every case must be examined and 
classified according to its individual peculiarities. Any other 
method of treatment stamps its user as a routinist, and, conse- 
quently, not safe, except in the case that by haphazard fits his 
rule. 

It must; also, never be forgotten that what the expert can 
do in either of these methods of treatment cannot, therefore, be- 
cause of this fact, be regarded as the safe thing for the ordinary 
man to attempt to do under similar circumstances. What is good 
and safe in the hands of the one might be disastrous in others. 
On this account the experience and skill of the surgeon will often 
determine the nature and method of operating, so that it might 
be said that the selection of the method to be adopted will be 
governed by the two propositions made at the beginning—the 
nature of the case and the experience and ability of the man 
who operates. 


CAN SEPTIC PERITONITIS BE CURED? 
BY Z. H. EVANS, TRAVERSE CITY, MICH. 


In reading Dr. Lanphear’s paper entitled “A Study of My Last 
One Hundred Peritoneal Sections,” I am struck by the assertion 
that “septic peritonitis can be prevented—but not cured.” I do 
not believe the latter part of this statement. 

In the first place, it is now claimed by some pathologists that 
all peritonitis is of septic origin; i. e., caused by germs of suppura- 
tion; and that without the access of pyogenic bacteria no in- 
flammation is possible. If this be true, septic peritonitis, if lo- 
calized, can be cured—as even Dr. Lanphear must admit. 

But presuming, from the context, that he refers to a general 
peritonitis of undoubted septic origin, I still must maintain that 
he is wrong in his contention that it cannot be cured. My clinical 
experience has, indeed, demonstrated beyond question that gen- 
eral septic peritonitis may be cured by prompt surgical inter- 
ference. 

Dr. E. La Place, Professor of Surgery in the Medico-Chirurgi- 
cal College, of Philadelphia, has also recently proven that gen- 
eral acute peritonitis, cf even virulent type, may be cured by 
abdominal section ana iong-continued irrigation and drainage. 

I believe (as I have before claimed and still maintain) that 
I was the first in this country, if not in the world, to successfully 
treat acute, diffuse, puerperal peritonitis by abdominal section 
and drainage. : 

The interested reader may find the report of my first success- 
ful case in the Medical Press of Western New York, Buffalo, 
May 20, 1889. In the same journal may be found an editorial on 
this report, written by Prof. Matthew D. Mann, of the University 
of Buffalo. 

In this connection may be noted an article by Prof. Horace 
Tracy Hanks, of New York, entitled “The Prevention and Man- 
agement of Pelvic Inflammation in Puerperal Women,” which 
may be found in the American Medico-Surgical Bulletin, of May 
20, 1893, page 357. In this article Dr. Hanks has given me full 
credit for my work in this line. 

It has been my fortune to have had, for a country doctor, 
a vast amount of abdominal surgery, and I know only too well 
what it usually means to be called to a patient with an abdomen 
full of pus. But I also know that a small proportion of such cases 
have been and may be saved by prompt and heroic measures. 

It is, therefore, in behalf of that true surgery of which 1 
know Dr. Lanphear to be such an honest defender that I write 
these few lines calling attention (1) to historical facts and (2) to 
the possibility of saving patients, rarely, who would be per- 


mitted to die if one were to accept without qualification the state- 
ment that “general septic peritonitis cannot be cured.” 

(All peritonitis is unquestionably “septic’”—i. e., due to infection 
by bacteria of some kind; if infection occur thru the pelvic organs, 
and slowly, general peritonitis may be cured—probably; if thru the 
appendix,possibly; but general septic peritonitis—generally called 
called ‘delayed shock,” “internal hemorrhage,” “acute sepsis,” 
“weak heart,” etc., following operation is, practically, incurable. 
I have anxiously, tearfully watcht the progress of too many cases 
of post-operative general peritonitis, and made too many autopsies 
on the unfortunate victims, and tried too many measures inef- 
fectually, to believe that much can be done to prevent death in 
general infection of the peritoneum following abdominal section. 
Hence my statement.—Ed.) 


THE MODERN CESARIAN SECTION.* 


BY GEORGE G. HOPKINS, A. M., M. D., BROOKLYN, N. Y. 


The delivery of a child thru the abdominal parietes is as an- 
cient a procedure as any known to surgery. Before the Christian 
era the operation was in all probability among the heathen na- 
tions a post-mortem section, done with a view of saving the 
child, after the mother’s life had ebbed away. However, Jewish 
records seem to indicate that the operation was known to, and 
practist by, the Jews, not as a post-mortem operation, but per- 
formed during the life of the mother with a view of saving the 
life of mother as well as child. 

It is more than likely that the accidental delivery of a child 
by the abdominal route, when pregnant women were torn open 
by the horns of animals, first suggested the operation to surgeons. 
If statistics can prove anything, the success of the brute surgeon 
was better than that of the most skilled human surgeon prior 
to the last thirty years. 

The Roman (pagan) law compelled the surgeon to do a laparo- 
hysterotomy in every case where the fetus seemed to be alive 
after the death of the mother. Yet in this country, within fifty 
years, Christian people have refused to allow a child to be de- 
livered after the death of the mother, even tho the fetal heart 
was beating! Still this much can be said against the post-mor- 
tem operation by those opposed to it, it is seldom successful. 

Many women who have been ript open by cows have lived. 
It was these cases occurring from time to time that revived the 
operation among the profession, after it had fallen into disuse 
and been forgotten. A colored mammy in Louisiana is claimed 
to have operated successfully on a slave girl in the early part 
of this century, saving both the mother and the child by the 
operation. On this Long Island, in 1822, a mulatto girl of four- 
teen years delivered herself of twins by an abdominal section 
with a razor. She is reported to have made a perfect recovery. 
As late as 1879 we hear of an Austrian woman who was her own 
surgeon and saved her own life as well as that of her child. 

Yet in the first fifty years of this century the operation was 
almost uniformly fatal to the mother in the Hands of the best 
surgeons of the time! The mortality in the early decades of this 
century has been reckoned as high as 99 per cent. The death 
rate of the mothers remained so high, until within the last 
twenty years, that Cesarian section was considered an operation 
where the mother was willing to lay down her life for that of 
her offspring. 

Statistics are interesting, but not always conclusive. 

The records to which I have been able to refer show that 
from 1680 to 1880, A. D., a period of 200 years, there were 709 
Cesarian operations done. In the first 100 years of this period I 
have only found the record of 14 cases. In each score of years 
in the next 100 years, the record has been as follows: 

1781 to 1800, 19 operations; 1801 to 1820, 20; 1821 to 1840, 
163; 1841 to 1860, 247; 1861 to 1880, 246. 

It is interesting to note the nationalities of the operators: 

Germany claims 299 operations; France, 167; Great Britain, 
98; America, 83; Italy, 44; Holland, 5; Russia, 5; Sweden, 4; 
Spain, 4. 

It is extremely difficult to arrive at any definite idea of the 
percentage of success and failure of the operations, as many of 
the reports are so imperfect as to leave doubt as to the result. 
In some periods the death rate of mothers has been as high as 
99 per cent, and it is doubtful if in any period during the 200 
years it has fallen as low as 75 per cent. In 1880 Harris com- 
puted from a series of-138 cases a death rate of 82.2 per cent. 

While these statistics are by no means exhaustive, they serve 
as a basis for the general opinion that the operation was almost 
of necessity fatal to the mother, under old methods. 


*Read before the Kings Co. Medical Association. 
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The general advance in surgery in the past twenty years has 
made many operations almost absolutely safe, operations which, 
if a surgeon attempted but a few years ago, he would have been 
justly adjudged guilty of manslaughter. One of the last opera- 
tions to feel the benefit of the methods of modern aseptic sur- 
gery is that of Cesarian section. 

In 1875 Porro placed the operation in the category of justi- 
fiable procedures and advanced it to a higher plane that it had 
ever occupied in its centuries of history. His operation, which 
has been termed laparo-hysterectomy, tho it is only a partial hys- 
terectomy, reduced the mortality among mothers, so that with 
eare and skill the surgeon could operate with a reasonable pros- 
pect of a percentage of seven to one in favor of the mothers’ sur- 
viving. This operation, involving as it did the removal of the 
larger part of the uterus after the child had been delivered, was 
a great improvement on all previous methods. The added hys- 
terectomy is now proven to have been an unnecessary mutila- 
tion of the mother (as ligation of the tubes would prevent any 
future conception), as well as an added element of danger from 
the shock of a secondary operation of this magnitude. The stump 
of the uterus, which is left after the Porro operation, has fre- 
quently proved to be an element of great danger to the patient. 

It remained for Saenger to perfect the operation and place 
this historically fatal operation in the category of justifiable ab- 
dominal sections, and to warrant a resort to it in many less se- 
rious conditions than were formerly considered sufficient to in- 
dicate this kind of surgical interference. Saenger was the first 
surgeon to attempt to suture the uterus after incision, and any 
improvements that have since been suggested have only been 
matters of minor technic. An added danger has, however, been 
brought to the patient in the use of Esmarch’s tube, to compress 
the neck of the uterus, including necessarily in .ts “bite” the 
tubes and broad ligaments. This procedure has so often induced 
sloughing of the comprest tubes that it has been abandoned by 
most operators. In fear of this accident when using the tube, 
many operators (considering the tolerance of the puerperal 
woman at term to large losses of blood) have abandoned all 
means of controlling hemorrhage while operating. They have 
urged that great rapidity in operating will entail no greater loss 
of blood than is often experienced in normal labor. But to most 
men the gush of blood which greets the surgeon on the division 
of the uterine sinuses is truly appalling. It cannot do otherwise 
than add an element of risk to the success of the operation. This 
loss of blood has been largely overcome by digital compression 
of the neck of the womb by the hands of an assistant. 

I believe it was Garrigues who suggested the compression 
of the uterine arteries thru the vagina. This I have found im- 
practicable. It was this suggestion, however, that led me to 
think of controlling the uterine arteries by digital pressure by 
having an assistant pass both hands down behind the uterus after 
it has been lifted out of the abdominal cavity and grasp the ar- 
teries before the uterine incision is made. I believe this to be 
a new method, as I have never seen it suggested by any one. 
This was done in my operations, and I believe contributed large- 
ly to a successful issue. : 

The long abdominal incision, as first advocated by Mueller, is 
a distinct advance in the technic of the operation. This enables 
the operator to lift the gravid uterus entirely out of the ab- 
dominal cavity. Then by closing the upper end of the wound, 
behind the uterus, we are better able to pack the space about 
the lower portion of the incision and surround the uterus with 
sterile gauze or towels wet in hot normal salt solution. In this 
way we can prevent even a drop of blood or of the fluids con- 
tained in the gravid uterus from entering the abdominal cavity. 


The uterine incision should be long and along the anterior 
surface in the long axis of the organ. This gives abundant room 
for delivery of the child and renders the tearing of the friable 
uterus one of the remotest possibilities. 

I can see no possible excuse for the fundal incision if the 
uterine arteries are controlled in the manner I have suggested 
The fundal incision was suggested to minimize the loss of blood, 
as a much smaller number of bleeding vessels are encountered 
by an incision in this region. The danger of wounding the tubes 
is very great, the space being limited, the danger of tearing the 
uterine tissues while delivering the child is also an imminent 
possibility. 

The manner of suturing the uterine tissue is an important mat- 
ter. The material used for sutures is also important. The large 
majority of operators use silk for the buried sutures in the uter- 
ine muscle. This is certainly objectionable, as is any kind of 
non-absorbable material. I believe chromatized gut to be the 
ideal materiel for this purpose if properly prepared. I know of 
no material that requires so much care in sterilization as this. 


But if properly prepared, so as to be absorbed in fourteen days, 
it is the best material for buried sutures. 

The method of introducing the sutures is of great importance. 
The buried sutures of chromicized gut should not include either 
the mucous lining of the organ or the peritoneal covering. They 
should include a deep portion of the muscular tissue, as it is 
very easily torn thru, and by contraction very much reduced in 
bulk and thickness. 

The peritoneal covering should be sutured with non-chroma- 
tized sterile gut, as the peritoneum will be united in forty-eight 
hours. It should be introduced by what Keily terms an inter- 
rupted continuous stitch. 

Hlaving observed the strictest aseptic precautions, both as 
to patient, operator, assistants and surroundings, we have an 
ideal operation in the modern method of laparo-hysterectomy or 
Cesarian section. 

The mortality in the last three years has varied from five 
and a half to one per cent. With this statistical record it be- 
comes an establisht operation for many conditions where other 
methods heretofore have been our only justifiable resource. 

Pinard, of Paris, in a recent article compared symphyseotomy, 
craniotomy and prematurely induced labor. He inclines towards 
the Cesarian operation, with suture of the uterus and abdominal 
wall, rather than hysterectomy. Symphyseotomy was practist 
100 times in the Beaudeloque Clinic from 1882 to I[899. There 
was a mortality among the mothers of 12 per cent and among 
the children of 13 per cent. Eighty-one craniotomies in Pinard’s 
service from 1882 to 1899 producing a maternal mortality of 11 
per cent. A comparison of the best statistics shows that after 
prematurely induced labor the infant mortality is about 30 per 
cent and that of the mothers 2 per cent. 

Having better mortality rate so far as concerns the mother, 
the modern Cesarian section should supersede craniotomy, sym- 
— and prematurely induced labor for pelvic contrac- 

ons, 

Having completed the operation, before the woman is re- 
moved from the operating table, she should receive hypodermi- 
eally strychnine, gr. 1-30; by the rectum, one pint of normal salt 
solution. Should the hemorrhage have been free and quantity 
of blood lost large, then from one to three quarts of solution by 
the rectum is indicated. Should collapse ensue, from a pint to 
— quarts of normal salt solution should be given by the brachial 
vein. 

The strychnine in the above dose should be continued hypo- 
dermically at four-hour intervals for 24 to 36 hours after the 
operation, then reduced to once in six hours for several days. 
The salt solution should be administered in eight-ounce dose by 
rectum every four hours for the first twenty hours succeeding 
the operation. This treatment of the patient is applicable to all 
abdomnial sections. The use of strychnine and saline solution 
almost eliminates the shock from these important operations. 


DO CITY SURGEONS “DIVIDE FEES”? IF NOT, WHY NOT? 
ONE WAY OF OVERCOMING THE DIFFICULTY. 


BY JOHN J. GAINES, M. D., EXCELSIOR SPRINGS, MO. 

In common, doubtless, with thousands of other readers of the 
American Journal of Surgery and Gynecology, I have been much 
interested in the various articles which have appeared, from 
time to time, on the “commissions” paid by specialists for busi- 
ness sent them from the country. So far as my experience is 
concerned, the specialist gets both the patient and the fee. It 
may be peculiar to the especial variety of surgeons (and other 
specialists) with whom I have been so unfortunate as to come 
in contact generally, but the (very preposterous) idea that all 
patients must go from the country into the city hospitals for 
treatment seems to be so prominent as to exude from every pore. 
At all events, many of my patients have gone for “hospitai 
treatment” on the next train or so behind the specialist whom I 
had called to advise me what to do. Unfortunately for the com- 
munity at large (and financially for me), this mode of procedure 
usually has resulted in business for the city undertaker, and a 
fancy tail-end fee that goes—somewhere! So far as my returns 
are concerned, I have never had more than a “thank you” from 
my special consultants, or operators—of not much material use 
in the payment of bills or in laying in a supply of bread and 
butter. 

I have, therefore, about come to the conclusion that I shall 
treat my patient myself, regardless of his troubles, until he de- 
cides to go to a specialist—when I shall let him go to whomsoever 
he chooses; if he becomes a victim to some shark—it is not my 
concern, he is not my victim. To do the hardest part of the work: 
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preparation and after-treatment, and often much of the opera- 
tion itself, with pay from neither specialist nor patient, is not 
fun, and not business, 


An alternative which puts the honesty of the family doctor 
on the stretch, but which has the advantage of open honesty, is 
being adopted by some medical men with advantage: they agree 
with the patient to have the operation and after-treatment done 
for a certain sum, based upon the financial ability of the patient, 
and then hire the specialist to do the work for a certain part 
of the amount secured. 


Is this “ethical?” The ‘“Will-o’-the-wisp” known as “medical 
ethics” is assuming fantastic forms these days. I am intimately 
associated with and in communication with several hundreds of 
all classes and schools, and I am from it led to make the asser- 
tion that the code is now more prominent by its breach than its 

_observance. The dollar sign is thicker on the “code” men than 
in the caricatures of devoted Mark Hanna. The physician who 
in this day lives strictly “up to the code” in every particular may 
go to heaven when he dies; but his heavenly expectations are 
about all he has in this world of trouble and of care. 


The problem can ultimately be solved by medical journals 
like the American Journal of Surgery and Gynecology urging 
the country doctor to so educate himself by reading good rather 
than poor journals and books (for which he will have to pay in- 
stead of limiting himself to sample copies) and by post-grad- 
uate courses, that he shall become competent to deal with all 
but the most intricate cases. The more he relies on some other 
man’s brains the more he will be at the mercy of hospital steer- 
ers and “ethical charlatans.” If he improve his opportunities 
he is, almost without exception, as competent to tide his patient 
thru dangerous waters as is he whose lot is cast in the big city. 


As a general principle it may be said that if the physician 
hires the surgeon to do a certain piece of work the operator is 
entitled to his fee—no more, no less. If the patient disregard his 
family doctor and employs the surgeon himself, the same is true. 
Any man with brains enough to be a physician should be able to 
treat a majority of diseases in the most perfect manner; but not 
being competent to do so, common honesty dictates that he should 
tell the patient so and let him seek other attendants—being un- 
able to benefit the patron, he has no right, absolutely no right. 
to either the patient or his money, directly or indirectly. 


FRACTURES OF THE SKULL.* 


BY N. SENN, M. D., Ph. D., LL. D, CHICAGO, ILL. 
Professor of Surgery in Rush Medical College. 


Nothing in surgery is of more importance to the general prac: 
titioner than this subject. ‘Head injuries come to the physician— 
not the surgeon—for first treatment. Life and future well-being 
of the patient depend upon prompt, rational, surgical treatment 
based upon a correct diagnosis. 

It is of greatest import to remember that the injury pro- 
ducing fracture of the skull may also cause visceral (intracranial) 
lesions which may constitute the main object of life-saving opera- 
tive work—the extent of fracture being of far less consequence 
than the complicating conditions within the skull. An extensive 
comminuted fracture of the skull spontaneously closed is of it- 
self an injury from which the patient promptly recovers, even 
without treatment; but a slight fracture with rupture of the 
middle meningeal artery may result in death in a few hours from 
cerebral compression unless prevented by prompt surgical in- 
tervention. 


The greatest danger in fractures of the skull lies in an open 
wound of the soft parts overlying the site of injury—compound 
fracture of the cranium usually means infection. A punctured 
fracture is also very dangerous. 


Fracture of the external plate without injury of the internal 
is not uncommon. It has been denied by some that fracture of 
the inner table without injury of the outer is possible; but the 
existence of fracture of the internal table alone has recently 
been satisfactorily demonstrated on the living subject by the use 
of the X-ray. 


From a surgical standpoint it is important to divide fractures 
of the skull anatomically into fractures of the vault and base, 
the former being accessible to direct surgical intervention, the 
latter remaining largely inaccessible to direct surgical treatment. 


*Abstract of paper read before the Cleveland Medical Society. Full report 


may be found in Cleveland Journal of Medicine. 
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In fractures of the vault, the seat of injury is within range of 
direct examination, and the exact location, nature and extent of 
the fracture can usually be determined by the signs presented. 
A fissure is a linear fracture, and as an isolated single injury 
occurs most frequently at the base of the skull in consequence of 
indirect application of force. In open fractures of the vault, hair 
and other foreign substances are not infrequently found impris- 
oned in the fissure, having entered the moment the fracture oc- 
curred, the open fissure closing upon them as soon as the elas- 
ticity of the skull restored the fractured bone to nearly its nor- 
mal shape and position. A fracture may be extensively com- 
minuted with little or no depression, and the deprest fragment 
of a limited fracture may give rise to grave symptoms of cere- 
bral depression. In fissured fractures of the skull a crackt- 
pot sound is elicited on percussion. The same force which frac- 
tures the skull causes also the depression. The deprest frag- 
ment or fragments frequently correspond in size and shape to 
the contour of the vulnerating implement, a matter vf great im- 
portance in forensic medicine. Muscular action has nothing 
whatever to do with the displacement of the fragments. 

Contusion of the scalp is occasionally mistaken for a deprest 
fracture, and vice versa. The crushing of the soft tissues under- 
neath the point of impact and the subsequent edematous wall 
surrounding the contused area in many respects resembles the 
appearance of a deprest fracture, and it is only a careful ex- 
amination of the local signs and a recourse to all diagnostic re- 
sources that will usually enable the surgeon to make a differen- 
tial diagnosis between this condition and a deprest fracture. In 
contusion of the scalp the surface of the skull remains smooth 
and the level everywhere normal, conditions revealed by deep pal- 
pation and confirmed in doubtful cases by exploration with a 
stout aseptic steel needle. ‘This diagnostic resource is often 
found useful in determining the existence of a depression and in 
locating the line of fracture. 


In fractures produced by contre-coup, or so-called counter- 
stroke, the seat of injury is always at a point opposite to the 
point where the force was applied. 

The escape of cerebrospinal fluid thru the wound or under- 
neath the scalp is a positive evidence of the existence of a frac- 
ture and laceration of the meninges. If the cerebrospinal fluid 
escapes thru the external auditory meatus, it is a reliable proof 
of laceration of the membrana tympani and fracture at the base 
of the skull. If any doubt exists as to the source of the serous 
discharge, a chemical test will yield results which will decide be- 
tween a ruptured tympanum followed by the escape of fluid from 
the middle ear and a fracture at the base of the skull. In frac- 
tures at the base of the skull displacement of the fragments to 
any considerable extent seldom takes place, except in circular 
fracture around the foramen magnum, and in this event sudden 
death from compression of the medulla oblongata by the dis- 
placed fragments is caused either by the fracturing force or later 
by the patient assuming the sitting position before union has 
taken place. The existence of focal symptoms is of especial 
diagnostic value in fractures at the base of the skull. Fracture 
in the neighborhood of the thalamus opticus and optic tract is 
sometimes followed immediately by loss of vision in one or both 
eyes, caused by laceration of the brain or optic nerves. Facial 
paralysis and loss of hearing following immediately the injury 
point to fracture of the petrous portion of the temporal bone. 
Hemorrhage from the nose or the naso-pharynx following an 
injury to the skull is very suggestive of fracture at its base. Exo- 
phthalmos appearing a short time after the injury indicates frac- 
ture of the orbital plate of the frontal bone. Ecchymosis of the 
eyelids and conjunctiva points to a similar injury or fracture 
of the sphenoid bone, and the appearance of an ecchymosis of 
the mastoid region several days after the accident is a late evi- 
dence of fracture in the region of the mastoid process of the 
temporal bone. In gunshot and punctured fractures at the base 
of the skull and location and direction of the wound and _ the 
nature of the discharge must be taken into careful consideration 
m formulating a diagnosis, more especially in cases in which no 
focal symptoms are present. 

Fracture of the internal table of the skull as an fsolated in- 
jury is recognized more frequently in the post-mortem room than 
at the bedside. The local symptoms and the seat of injury may 
suffice in locating the lesion, but the differential diagnosis be- 
tween this fracture, cerebral contusion and intracranial hemor- 
rhage must always remain doubtful. Improved radiography may 
in the future prove to be the most important diagnostic resource 
in establishing the existence of this injury, as well as in the 
recognition of other fractures of the skull which are inaccessible 
to direct examination. 

The cerebral lesions which so often complicate fractures of 
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the skull sometimes aid and at other times obscure the diagnosis. 
Concussion, so constantly present if the fracture is produced by 
the application of blunt force, always overshadows focal symp- 
toms, which often appear later, after the patient has recovered 
from the immediate effects of the injury. In punctured frac- 
tures symptoms of concussion are usually slight or entirely want- 
ing, and the focal symptoms, if any, appear promptly. The ex- 
istence and location of a cerebral contusion bevomes apparent 
only after the effects of the concussion have subsided. The char- 
acteristic clinical feature of intracranial hemorrhage is a grad- 
ual but progressive increase in the severity of the focal symp- 
toms as long as the hemorrhage continues; on the other hand, 
the maximum symptoms of concussion present themselves imme- 
diately after the injury, and of contusion as soon as the patient 
recovers from the effects of the concussion. 

In compound fractures of the cranial vault very little, if any, 
difficulty will be experienced in ascertaining the existence of a 
fracture. The examination of the wound with a view of deter- 
mining the exact location and extent of the fracture and the 
search for visceral injuries must be conducted with the most pe- 
dantic care for the purpose of guarding against wound infection. 
Every accidental wound must be regarded as an infected wound, 
but the superficial infection amenable to successful disinfection 
may be made deep and inaccessive by careless, reckless explora- 
tion of the wound for diagnostic purposes. The surgeon should 
realize to the fullest extent the additional responsibilities thrown 
upon him by modern aseptic surgery in the management of such 
cases. The fate of the patient is often decided by the degree of 
care exercised in the examination and the treatment of the,com- 
plicating wound. Recognizing the force of this treatment, it is 
apparent that haste under such circumstances is inexcusable, if 
not almost criminal. 

No digital or instrumental examination of the wound should 
be made until the necessary antiseptic preparations have been 
completed. The examination of such a wound with a dirty finger 
or an unclean instrument is responsible for innumerable deaths 
from septic intracranial affections, many of which might have 
been prevented by making the examination under strict aseptic 
precautions. Early mistakes, made in assuming charge of such 
cases, frequently result in complications which are not amenable 
to later and better directed treatment. In every compound frac- 
ture of the skull involving the hairy scalp the examination should 
he preceded by shaving and disinfection of the entire scalp. The 
wound itself must be subjected to a superficial disinfection be- 
fore it is toucht. Pouring into the wound peroxid of hydrogen 
and flushing it with a two and one-half per cent solution of car- 
bolic acid will prepare it properly for exploration with a thoroly 
disinfected finger or sterile instruments. Foreign bodies are 
searcht for and removed, and the antiseptic irrigation is repeated 
from time to time as the exploration is extended. 

By following these directions the wound is also in a condi- 
tion for safe surgical intervention at the completion of the ex- 
amination. 

The prognosis in fractures at the base of the skull is always 
grave, owing largely to the inaccessibility of the complicating in- 
tracranial lesions to direct surgical treatment, and, in case the 
fracture is compound, to the difficulty in preventing infection thru 
the wound from without. The danger in all fractures of the skull 
depends largely on the location and extent of the visceral lesions 
and intracranial hemorrhage, and if the fracture is compound, 
infection of the wound. Wound infection is very prone to re- 
sult disastrously if the meninges of the brain are ruptured, as 
when the infection reaches the pia and surface of the brain it 
is very liable to spread rapidly, and as surgical treatment has 
only a very limited control over this affection the patient dies 
in a few days from septic leptomeningitis. The mortality of frac- 
tures at the base of the skull, complicated by an external wound, 
has been materially reduced by treating the wounds with free 
drainage under antiseptic precautions as far as their nature and 
location will permit. The extent of brain injury has an impor- 
tant bearing on the prognosis. If the brain wound implicates im- 
portant nerve centers death may ensue in consequence of par- 
alysis of important nerves; on the other hand, if the wound af- 
fects less important locations, large masses of brain tissue have 
been lost by the injury, or were later removed without any serious 
immediate or remcte consequences. In compound fractures the 
prognosis rests largely on the existence or absence of wound in- 
fection: guarded in the former case, favorable in the latter in- 
stance. It is almost impossible to predict the remote consequences 
of fractures of the skull. Vertigo, headache, insanity, paralysis and 
epilepsy are only some of the remote results of such injury. Ex- 
perience has shown that these late complications are caused 


than by changes in the shape of the skull or altered dimensions 
in the cranial cavity, as is shown only too conclusively by the 
many negative results following trephining of deprest fractures 
in the treatment of these affections. It is very fortunate, indeed, 
that fractures of the skull heal by an intermediate callus almost 
exclusively, as the formation of an exuberant provisional callus, 
found so frequently in the healing of fractures of the long bones, 
could not fail to greatly increase the frequency of remote com- 
plications, Finally, it may be well said in the language of an 
eminent surgeon of the distant past: “No injuries of the skull are 
too —— to be despaired of, and none too slight to be ig- 
nored.’ 

The mechanical treatment of fractures of the skull is limited 
to cases in which it becomes necessary to elevate or remove de- 
prest fragments, Fixation of the fragments is never required, 
owing to the absence of displacing forces. Operative treatment 
further than this may become necessary for the purpose of re- 
moving foreign bodies and exposing and subjecting to direct 
treatment grave intracranial lesions. Rest in bed with the head 
in an elevated position must be enforced in all cases until the 
danger arising from complications has past, and in fractures at 
the base of the skull until the injury to the bone has been repair- 
ed, that is, for at least from four to six weeks. The general 
treatment must have for its object to guard against a harmful 
blood supply to the brain, which includes a limited, non-stimu- 
lating diet, the administration of cathartics and the application 
of cold to the head in the form of a cold coil or an ice bag. The 
proper time for the application of cold is as soon as reaction has 
been establisht, and until the tendency to cerebral congestion 
has subsided. If the ice bag becomes a source of discomfort to 
the patient, a moist compress may be placed between it and the 
scalp. Mental rest is as essential as physical repose in placing 
the injured parts in the most favorable condition for a speedy 
and satisfactory repair. Absolute quietude in the room and ex- 
clusion of light during the first few days must be rigidly en- 
forced. If the patient is unconscious, aseptic systematic cathetert- 
zation must be instituted at the proper time and continued until 
the patient recovers control over the bladder. Blood-letting, leech- 
ing and cupping, so constantly employed until a few years ago 
with the hope of diminishing the liability to intracranial infec- 
tion, are no longer resorted to, since the real causes of infection 
have been discovered. 

The local treatment of fractures at the base of the skull is 
limited to cases in which the fracture is compound, and consists 
in attempts to prevent infection of the wound. If the wound 
consists of a ruptured tympanum, the external meatus is disin- 
fected, dried, freely dusted with borosalicylic powder and lightly 
packt with aseptic absorbent cotton, which is removed as soon 
as it becomes saturated, when the meatus is repackt with fresh 
cotton. In fractures at the base of the skull communicating 
with the nasal cavities or the nasopharynx, it is advisable to 
disinfect the mucous surfaces, as far as this can be done, with 
mild antiseptic solutions and pack with a strip of iodoform gauze. 

In punctured fractures at the base of the skull, if no for- 
eign bodies are lodged in the wound, an antiseptic dressing is 
applied and the wound disturbed as little as possible. 

The much discust subject of trephining in recent fractures 
of the skull can be very briefly disposed of in the light of mod- 
ern surgery. During the preantiseptic era of surgery the opera- 
tion was so often followed by infection of the wound and cranial 
contents that Stromeyer entered his protest against it, and most 
of the surgeons of his time followed his example, and eliminated 
it from the list of legitimate operations. With the introduction 
of an antiseptic and aseptic surgery the operation again came 
rapidly into favor and at the present time the pendulum swings 
in an opposite direction. Many surgeons of large experience en- 
tertain decided convictions regarding the propriety and advis- 
ability of operative interference in all fractures of the vault of 
the skull. This extreme position is not tenable, even at the pres- 
ent time, as we cannot always rely on the aseptic precautions in 
absolutely protecting the wound against infection. The surgeon 
who converts a closed fracture of the skull into an open one with- 
out adequate cause assumes a great responsibility. The present 
technic of asepsis does not furnish absolute protection against 
infection, even in the best equipt hospitals, and with all the ad- 
vantages to be gained from the co-operative work of well-trained 
and experienced assistants and nurses. If this be true of hos- 
pital practice, if is easy to imagine how much more frequently 
infection would occur in emergency surgery in private practice, 
where the facilities for asepsis are often very limited and opera- 
tions have to be performed without the aid of skilled assistants. 
But besides the danger of a possible infection, there are other 


more frequently by the visceral lesions of the cranial contents 


reasons why operative interference should not be resorted to in- 
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discriminately in all cases of fracture of the cranial vault. Sub- 
cutaneous fractures, with little or no depression, are speedly re- 
paired, and are seldom followed by cerebral disturbances of any 
kind which could be attributed to the fracture per se. It has al- 
ready been stated that the remote complications of fractures are 
more frequently caused by complicating intracranial lesions than 
the fracture itself, and it is not always possible to correct these 
defects by the operation, even if discovered at the time, to say 
nothing of injuries which are inaccessible, or which are overlookt. 
Conservatism in the treatment of fractures of the skull is to be 
recommended more particularly in the case of children. The 
writer has seen several cases of deprest fracture of the skull in 
children in which under conservative treatment the depression 
disappeared entirely during the second week. Spontaneous re- 
placement of the fragments not infrequently takes place by the 
cerebral pressure after the fragments become loosened by the 
softening and absorption of the spiculas of bone which at first 
interlock the fractured surfaces. 


Trephining of the skull must be reserved for the following 
fractures of the skull: 

1. Subcutaneous fractures in adults with markt depression. 

2. Subcutaneous fractures attended by focal symptoms. 

8. All compound fractures, including punctured and gunshot 
fractures. 

4, Fractures, compound and subcutaneous, complicated by 
hemorrhage from the middle menigeal artery. 

No one would hesitate for a moment in resorting to operative 
treatment in cases of deprest fracture of the skull in which the 
depression is deep enough to cause cerebral compression. The 
same course of treatment is indicated in cases in which the de- 
pression is markt and in which the fracture has caused no im- 
mediate or focal symptoms. In such instances the operation is 
a justifiable prophylactic precaution against remote complica- 
tions which, in the course of time, might develop in consequence 
of the irritation produced by the permanently displaced frag- 
-ments. The trephine should never be used in the elevation of a 
deprest fracture of the skull. All that is necessary in the me- 
chanical treatment of such cases is to make a cranial defect 
with chisel and hammer nearest the most deprest part of the 
fracture and only large enough to insert an elevator underneath 
the deprest bone with which the fragment or fragments are 
raised to their normal level. The wound is enlarged sufficiently 
to expose the whole deprest area, when at a point where the 
depression is deepest the margin of the cranial defect is chiseled 
away for the insertion of an elevator. Kocher’s director is a very 
safe and useful instrument for this purpose. In using it as a 
lever the margin of the cranial defect becomes the fulcrum, the 
hand the power, and the deprest fragment the weight. In rais- 
ing the fragment the tips of the left index and middle fingers 
are placed over the depression steadying the fragment as it is 
being slowly elevated. This is done for the purpose of pre- 
venting any loss of bone and to determine with accuracy the com- 
pletion of the elevation of depression. The fragments must be 
raised to their normal level before the elevator is removed. 
Every fragment, even if completely detacht, must be saved and 
placed in proper position. If the external wound is a lacerated 
or crusht one, it is transformed as nearly as can be done into an 
incised wound by trimming the margins. Whenever possible 
the seat of fracture is covered with the pericranium and skin. If 
the former is detacht from the skin it should be sutured sep- 
arately with fine catgut and the skin with silkworm gut. If the 
line of suturing corresponds with the seat of fracture, drainage 
should be secured thru a small opening made for this special 
purpose rather than thru the wound, as it is desirable that the 
fragments should be covered with vascular tissue. According to 
the size of the wound and the length of time it was exposed to 
infection, the surgeon resorts either to tubal drainage or capil- 
lary drainage, with strips of iodoform gauze, or small bundle of 
catgut or silkworm gut. Drainage is continued until the wound 
has been shown to be aseptic, or has been made so by vigorous 
antiseptic treatment. Open comminuted fractures of the skull, 
inflicted usually by blow, kick or fall, present well-defined condi- 
tions for prompt and thoro surgical intervention. These injuries 
frequently involve the meninges and the brain itself. The scalp 
wound is more or less torn or contused, and almost always in-~ 
fected by hair, dirt and other foreign substances. Free exposure 
of the fracture is necessary to make a thoro search for foreign in- 
fected substances and to determine the extent of the fracture 
and the existence and nature of intracranial lesions. If necessary, 
the external wound is enlarged sufficiently to expose freely the 
comminuted portion of the skull. Free exposure of the fracture 
is also an essential preliminary step to the primary disinfection 
of the wound. Every step of the procedure must be done under 


strict aseptic precautions. Before the wound is toucht the whole 
scalp and the surface of the wound must be disinfected. Bone- 
cutting instruments can usually be dispensed with, as some of 
the fragments are usually found loose, and can be removed with 
dissecting or hemostatic forceps. If the wound is a recent one, 
every loose fragment should be temporarily removed and placed 
in a warm 2% per cent solution of carbolic acid for disinfection 
during the time required in disinfecting the wound. Defects of 
the skull following such injuries are often followed by serious 
consequences and must be carefully guarded against by preserv- 
ing every one of the loose fragments, removing them temporarily 
and reimplanting them carefully after the wound-disinfection has 
been completed. The temporary removal of detacht fragments 
prepares the wound for a more thoro disinfection. 

Deprest fragments are to be elevated with the utmost care 
to preserve existing vascular connections, contused brain-tissue 
is to be excised, and the torn dura mater sutured with fine catgut 
after the subdural hemorrhage has been arrested. Subdural cap- 
illary drainage is always necessary if the brain has been exposed 
by the injury. In the case of a dural defect the pericranium 
from the adjacent surface of the skull should be utilized in the 
form of a flap with which to cover and protect the surface of 
the brain. After the wound has been rendered surgically clean, 
the loose fragments are to be transferred from the carbolized 
solution into a warm physiologice solution of salt prior to their 
reimplantation upon the surface of the dura. If the fragments 
are large, it is advisable to fragment them with bone-cutting for- 
ceps and reduce them to the size of the thumb nail, or smaller. 
The fragments are conveyed from the salt solution to the sur- 
face of the dura with dissecting forceps, and they are planted in 
such a manner that the smooth surface comes in contact with 
the dura. If some of the fragments have been lost by the in- 
jury, the defect can be filled in with chips of bone made by split- 
ting the remaining fragments thru the diploe separating the ex- 
ternal from the internal table. After the mosaic of fragments 
has been completed, the pericranium and skin are to be sutured 
over it so as to secure for the fragments vascular tissue on both 
sides. Drainage must be establisht where it is most needed, 
preferably thru a separate opening in the scalp some distance 
from the fragments. A large hygroscopic sterile dressing, held in 
place by a gauze roller and a few turns of the plaster of Paris 
bandage, completes the operation. If the wound remains aseptic, 
every one of the fragments will retain its vitality and will take 
an active part in the restoration of the continuity of the skull. 
Should the wound become infected, all of the sutures are re- 
moved, the wound is opened widely, all of the loose fragments 
must be removed, and another attempt made to clean it by re- 
corting to a vigorous secondary disinfection with peroxid of hy- 
drogen, 2% per cent carbolic acid or a 5 per cent solution of 
formalin. Open treatment and substitution of the warm antisep- 
tic moist compress for the dry dressing constituted in such an 
event is the appropriate after-treatment. Even in such cases 
nothing has been lost by an attempt to rescue restoration of the 
continuity of the skull by the preservation of detacht fragments, 
their temporary removal, disinfection and reimplantation. Opera- 
tive treatment is indicated in all cases of punctured and gunshot 
fractures of the skull. These injuries are almost always compli- 
eated by visceral wounds of the contents of the skull, and the 
vulnerating implement or bullet often carries infected substances 
with it into the interior of the skull. The opening in the external 
surface of the skull corresponds in size and shape to the weapon 
or missile which produced the fracture, but the internal table 
always fractures more extensively. Comminution is the rule, and 
the fragments are often driven into the substance of the brain. 
If a bullet passes thru the skull, the wound of exit in the skull 
and soft tissue is larger than the wound of entrance, as when 
the bullet penetrates the skull from within the external table is 
fractured more extensively than the internal, the condition being 
the reverse from those in the wound of entrance. The smaller 
the instrument with which a punctured wound of the skull is in- 
flicted, the greater the probability of a part breaking off and 
remaining in the wound. Broken-off knife blades have repeated- 
ly been overlookt and have remained impackt in the skull for 
years, until discovered at post mortems or operations for cerebral 
abscess. The point of a bayonet has been found so firmly fixt in 
the perforation that it could not be removed without the aid of 
a chisel. In every punctured fracture of the skull it becomes 
necessary to ascertain the kind of instrument with which the in- 
jury was inflicted, and to examine the same to learn whether or 
not a part has remained in the wound. The perforation in the 
skull must be enlarged to facilitate the search for foreign bodies 
and to enable the surgeon to grasp and extract the detacht frag- 
ments of bone. With bone-cutting forceps the overhanging ex- 
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ternal table is removed until the opening in the external and in- 
ternal tables of the skull are equal in size. Under pedantic 
aseptic precautions the perforation is exposed by enlarging the 
existing opening, or still better, by reflecting a flap with the ex- 
te.nal wound in its center. In the absence of a foreign body in 
the substance of the brain, digital or instrumental exploration of 
the visceral wound should be abstained from, and the operative 
treatment limited to the arrest of hemorrhage, removal of spiculas 
of bone and disinfection of the extracranial wound. If foreign 
substances are detected in the intracranial wound, they are to be 
removed and the disinfection extended to the limits of the part 
of the wound exposed to infection. Suturing of the dura and im- 
plantation of the fragments are usually impracticable in such 
eases. Drainage with a small strip of iodoform gauze is always 
indicated and should be continued until the time for infection has 
past. 
Gunshot fractures of the skull should invariably be subjected 
to operative treatment, provided it holds out any encouragement 
whatever of saving life. In case a bullet has past thru the skull 
and its contents, entrance must be enlarged sufficiently to expose 
the perforation freely, which is then enlarged with chisel, De Vil- 
biss or rongeur forceps to enable the surgeon to remove the loose 
spiculas of bone, which are frequently found some distance in 
the brain. With a long, eyed probe a strip of iodoform gauze 
large enough to loosely pack the tubular visceral wound should 
be inserted from the wound of entrance to the wound of exit, and 
the ends of the drain made to project a few inches beyond the 
surface of each wound. Thoro capillary drainage of this kind will 
prevent accumulation of primary wound secretion in the interior 
of the skull, and will be of value in arresting capillary hemor- 
rhage. A large hygroscopic dressing involving the entire scalp 
and covering both wounds constitutes the dressing, and must be 
held in place by a few turns of plaster-of-Paris bandage. The 
drain must be allowed to remain until the danger of infection is 
past, when it is removed gradually by shortening it every day or 
two on the side of the wound entrance, because infection is more 
liable to take place here than on the opposite side. 

In the presence of only one wound in gunshot fractures of the 
skull, it must be assumed that the bullet has lodged somewhere 
in the interior of the skull. Probing of a brain wound in the 
ordinary manner to determine the location of the bullet is a 
practice fraught with danger, and yields a very unsatisfactory 
and often misleading diagnostic information. In case the bullet 
has lodged in the interior of the skull, the wound of entrance 
must be treated in the manner described, and the bullet located 
by the careful use of Fluhrer’s aluminum probe: the head is plact 
in such a position that the tubular wound is vertical, when the 
granulation probe, by its own weight, finds its way along the 
track until it strikes the bullet, or the opposite side of the skull, 
in case the bullet has become deflected after impinging upon the 
inner surface of the skull, as happened in the famous case re- 
ported by Fluhrer. A counter-opening may become necessary 
in removing the bullet, if it has reacht the opposite side of the 
skull, or when it has become deflected or arrested near the sur- 
face of the brain, provided the locality in which it has lodged 
is such as to warrant operative interference. In all visceral in- 
juries of the contents of the skull resulting from gunshot wounds, 
capillary or tubular drainage, or a combination of the two, is in- 
dicated and should be continued until there is no further danger 
of infection, hemorrhage or accumulation of wound products, 
when the drain is to be removed gradually. The value of the 
X-ray in locating bullets in the interior of the skull has as yet 
not been definitely settled, altho in a number of cases so far re-~ 
ported it furnisht the principal diagnostic information which 
enabled the surgeons to locate and remove the bullet. 


The middle meningeal is one of the largest of tlie intracranial 
arteries, and when it -is cut or ruptured life is in imminent dan- 
ger, either from loss of blood when the bleeding vessel is ex- 
posed by an external wound, or from cerebral compression if the 
skull is intact, or the extravasated blood cannot escape thru the 
fracture. This artery may be torn without fracture of the skull 
by the application of blunt force sufficient to change momentarily 
the contour of the skull, owing to the elasticity of the cranial 
bones being sufficient to tear the vessel, while stopping short of 
causing a fracture; but in the majority of cases the vessel injury 
is one of the complications of a fracture. In either case the ar- 
tery may be injured at a point opposite to where the force is ap- 
plied. Intracranial hemorrhage from the middle meningeal artery 
gives rise to a complexus of symptoms almost characteristic of 
this injury. In the absence of severe concussion or brain injury, 
the patient is often able to walk a considerable distance before 
symptoms of compression set in. The hemiplegia on the opposite 
side develops gradually. The progressive increase in the intensity 
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of the focal symptoms distinguishes this injury from the symp- 
toms caused by a deprest fracture vesceral injury of the brain. 
After the hemiplegia is complete, loss of consciousness, steatorous 
breathing, dilation of pupils and other indications of more diffuse 
cerebral compression make their appearance, and unless prompt 
surgical intervention is instituted, death from acute cerebral com- 
pression is the rule. There are, however, exceptions to this rule. 
I have seen a case of hemorrhage from the middle meningeal 
artery complicating a fracture at the base of the skull eventually 
recover completely without operative treatment. The patient was 
unconscious for a number of days and completely hemiplegic. The 
paralysis gradually disappeared in the course of six months. Such 
cases are, however, exceptional, and do not disqualify the rule 
previously laid down, that hemorrhage from the middle meningeal 
furnishes a positive indication for the employment of direct hemo- 
static measures. If the dura is intact, the extravasation will be 
found between it and the inner surface of the cranial bones; if 
the dura is ruptured, the hematoma may be almost entirely sub- 
dural, or if the tear in the dura is limited and opposite the bleed. 
ing point, subdural and epidural. The location of the blood-clot 
will depend on the part of the vessel injured. Most frequently 
it is found in the temporoparietal region, next in frequency in the 
parietooccipital region, and least frequently in the frontotem- 
poral region, according as the main artery or the posterior or 
anterior branches are torn. If the fracture of the skull corre- 
sponds with the arterial wound, the bleeding vessel is exposed by 
the temporary removal of the fragments, and if the bleeding point 
is not made sufficiently accessible, the opening is enlarged with 
the rongeur or De Vilbiss forceps. Direct ligation is seldom pos- 
sible. The best course to pursue is to pass a catgut ligature with 
a well-curved, round needle underneath the vessel, including some 
of the duran tissue, and tie carefully. If the artery lies in a com- | 
plete bony canal, as is occasionally the case, the ligature is use- 
less, and hemorrhage must be arrested by crushing the bone with 
a sequestrum forceps at the bleeding point or by spiking the canal 
with an aseptic ivory nail. Such a spike can be extemporized 
with a file from an ordinary crochet needle. Boiling for ten or 
fifteen minutes in a soda solution will sterilize the nail. In emer- 
gency cases a sterilized tooth-pick will answer a useful purpose, 
but, however, has this great disadvantage, that the wooden spike 
must be removed at the end of 48 or 72 hours. As the free hem- 
orrhage usually obscures the field of operation, digital compres- 
sion of one or both carotid arteries recommends itself as a useful 
temporary hemostatic resource until the bleeding vessel has been 
found and tied. If the bleeding point cannot be reacht from the 
seat of fracture, or if the skull is not fractured, the main artery 
must be exposed and ligated in the temporal fossa. This can 
be done with the greatest safety and with the best prospects of 
finding the vessel by making an osteoplastic resection. The flap 
should be at least an inch and a half or two inches wide, and 
three inches in length, with the base above the zygomatic arch. 
The convex border of the flap should correspond with the tem- 
poral ridge. The flap includes the skin, temporal fascia and mus- 
cle, periosteum and bone. The operator must remember in using 
the chisel that the bone in this locality is very thin. After out- 
lining the piece of bone to be elevated by a groove made with a 
gouge and hammer, the internal table is to be fractured with a 
narrow, thick chisel ground on one side. The fracture at the 
base of the flap can be made without the chisel by the use of 
the elevator. On reflecting the flap, the main artery and anterior 
and posterior branches are exposed, and if the bleeding point is 
not found, the main artery is tied. By opening the skull in the 
manner indicated, the hematoma comes within reach and is re- 
moved before or after the artery is tied. After complete hemo- 
stasis and removal of the extravasation, the flap is sutured in 
place without making provision for drainage. Should hemostasis 
not be complete, drainage must be establisht by making a button- 
hole in the base of the flap and by inserting a tubular or gauze 
drain, or by combining tubular and capillary drainage. 


Dr. Hal C. Wyman, of Detroit, in an article on complicated 
wounds of the intestine (Physician and Surgeon, March, 190°), 
lays down the following rules in general: A wound of the portal 
vein should be treated by ligation and suture of a part of the 
omentum to the peritoneum, so that collateral circulation can 
take place. To do this the free border of the omentum is to be 
dragged into the wound made in opening the abdomen and by 
interrupted sutures fastened to the margins of the peritoneum. 
Hemorrhage from liver wounds, if not involving large arteries, 
may be controlled by cautery, clamp, forceps or ligature. An ef- 
fort should be made to preserve the contents of a wounded uterus. 
A temporary urinary fistula must be provided when the ureter 
or kidney are wounded. 
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ST. LOUIS, OCTOBER, 1900. 


EDITORIAL NOTES. 


The editor of this journal being in New York, engaged in 
post-graduate work, the “angel” of the office asks pardon for any 
shortcomings in this number of the magazine. 


One of the most unique announcements in Polk’s Medical Di- 
rectory for 1900 is that of Dr. Joseph Marriott of Murray, Utah, 
who gravely announces: “My specialty is diphtheria, erysipelas, 
cramps, colic, bruises and the fevers.” Verily, a new specialty 
is born every day. Another specialty of interest is that of Dr. 
Elzie Emmett Gray of Indianapolis, who declares that her “prac- 
tice is limited to diseases of cancer.” 


The president of the Missouri State Medical Association, Dr. 
U. S. Wright of Fayette, has appointed the following Committee 
on Scientific Communications: Dr. Emory Lanphear, chairman, 
St. Louis; Drs. Jabez N.Jackson, Kansas City, and H.W. Latham 
of Latham. It is the desire of the committee to have the most 
prominent physicians and most competent essayists of the state 
appear upon the next program. The members of the committee 
ask the hearty co-operation of every regular physician of the 
state in their endeavors to make the first meeting vf the Twen- 
tieth Century one that shall be remembered for many years to 
come. Titles of papers may be sent to either member of the 
committee. 


Some markt changes have recently occurred in Chicago Medi- 
cal Schools in the department of surgery. Last year when the 
distinguisht Christian Fenger left the Northwestern University 
Medical School to join Nicholas Senn at Rush, the loss was felt 
to be a great one. Now the Northwestern has secured the cele- 
brated John B. Murphy for so many years identified with the 
College of Physicians and Surgeons, now the Medical Department 
of the University of Illinois. He has been appointed surgeon-in- 
chief of the great Mercy Hospital, with the direction of surgical 
teaching therein; two clinics a week having been accepted by 
himself. At the College of Physicians and Surgeons Dr. Alex. 
Hugh Ferguson, who achieved a great reputation as a teacher of 
surgery at Winnipeg, Manitoba, before his removal to Chicago, 
and who has in his new home become one of the most popular 
teachers and surgeons of this country, becomes Professor of Clin- 
ical Surgery. Associated with him is Albert J. Ochsner, who, as 
chief surgeon of Augustana Hospital, has for long been recog- 
nized as one of the most skillful operators of the West. Alto- 
gether, the changes should result in great good to all concerned. 


Will wonders never cease? The ultra-ethical, hypercritical of- 
ficial organ of the Pennsylvania State Medical Society, yclept 
Pennsylvania Medical Journal, in its August number publishes 
a report of a case from the records of the Pittsburg Homeopathic 
Hospital! 


One of the most important meetings of the year will be that of 
the Southern Surgical and Gynecological Association which will 
be held in Atlanta November 13 14 and 15 under the presidency 
of Dr. A. M. Cartledge of Louisville. Prospects are splendid for 
successful session. Members of the medical profession are cor- 


dially invited to attend. 
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At the recent meeting of the St. Louis District Medical So- 
ciety, held at Washington, the president—Dr. James Moores Ball, 
of St. Louis—after stating that the proposed medical law reported 
to the State Medical Society last spring is very defficient, and that 
the committee of this society having failed to make a satis- 
factory report, appointed a new Committee on Medical Legisla- 
tion, consisting of: Dr. Emory Lanphear, chairman, St. Louis; Dr. 
I’. J. Tainter, of Warrentown, and Dr. O. L. Muench, of Wash- 
ington. This committee will be pleased to have suggestions of 
any and all kinds before the next meeting of the District Society, 
which will be held in the City of St. Louis the second Tuesday 
in December. : 


Hereafter women are to be admitted as students in Barnes’ 
Medical College of St. Louis. This is the only “regular” school in 
this city which has had the courage to follow the example of 
many Northern colleges in teaching mixt classes. The outcome 
of the innovation will be watcht with interest by medical edu- 


| cators elsewhere in the West and South. 


SURGICAL NOTES. 


Drs. I. J. Moyer, Geo. L. Hays and J. T. Foster, of Mercy Hos- 
pital, Pittsburg, report a case of typhoid fever, with perforation 
of bowel, subjected to abdominal section, with recovery. The full 
history may be found in Pennsylvania Medical Journal, August, 
1900. The operation was made under cocaine anesthesia, the hole 
in the gut easily found and closed, the peritoneal surfaces thoroly 
flusht with sterile water and drainage instituted. Recovery was 
uneventful. 


The editor of International Journal of Surgery calls attention 
to the fact that hematuria due to renal tumors is commonly pain- 
less, starting and ceasing without appreciable cause, and is not 
usually affected either by rest or movement, altho there seem 
to be exceptions to this rule. If hematuria be due to stone it is 
less abundant, and when caused by cystic neoplasms it is more 
constant and persistent than when the kidney is the source of 
the trouble. 


St. Louis Medical Review says that the latest thing which is 
voucht for as a sure destroyer of the gonococcus is picric acid. 
It is claimed by those who have used this method that it exerts 
almost a specific action, especially in chronic urethritis. In using 
the remedy, a solution of from 1 to 2 per cent is employed, and 
it is always used by instillation. The soft or hard catheter is in- 
troduced into the urethra as far as the cut-off muscle, and the 
injection is slowly made until the fluid flows from the anterior 
urethra. It is claimed that many cases have yielded to this treat- 
ment that have resisted protargol, nitrate-of silver and permanga- 
nate of potassium. 


Dr. Nicholas Senn, Professor of Surgery in Rush Medical Col- 
lege, in a recent discussion on the subject of cancer of the rec- 
tum, remarkt: “I wish to place myself on record as being abso- 
lutely opposed to the sacral route in all operations for the radical 
removal of the carcinomatous rectum. The sacral route has been 
selected, of course, only in cases in which the carcinoma involved 
the upper portion of the rectum, but I am fully convinced py am- 
ple experience that radical operations can be performed in all 
cases justifying such a procedure without this additional trauma 
and mutilation.” 


The editor of International Journal of Surgery is of the opin- 
ion that abdominal section is justifiable in cases of perforating 
gastric ulcer, if the surgeon is able to operate soon after the oc- 
currence of the perforation. In good hands the operation is more 
successful than the adoption of an expectant policy. In gastric 
ulcers which have not broken thru the stomach-walls, exploratory 
operation and resection of the diseased area is advisable if the 
pathological condition grows progressively worse, notwithstand- 
ing medical treatment. 


Dr. Edwin Ricketts, of Cincinnati, is an enthusiastic follower 
ef the late Lawson Tait as an advocate of soap and hot water, 
energetically applied, as an antiseptic agent; and he also prefers 
bedside operations rather than the elaborate fixtures of a hos- 
pital—as does Dr. Joseph Price. In a recent article Ricketts re- 
markt: House-to-house operating means house-to-house isolation, 
and for this the room-to-room risks of infection in a hospital are 
lessened to a minimum degree. Surgical cleanliness is surgical 
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godliness, and every time we forget this we add to our death- 
rate. Chemical perfumes of varied kinds will never displace soap 
and hot water judiciously applied in surgery. 


According to Dr. W. P. Munn, of Denver, every acutely swell- 
ed testicle is not a case of orchitis. Hemorrhage into the layers 
of the cord and acute inflammatory conditions due to trauma and 
strain have a well-recognized but seldom considered condition in 
the pathology of the testicle. He claims that the bald accusation 
of patients suffering from such innocent conditions as being un- 
questionably affected by gonorrhea has not infrequently driven 
men conscious of their own innocence to a change in their surgi- 
cal adviser. 


The subject of perforating ulcer of the stomach was discust 
by Dr. J. T. M. Finney, of Baltimore, at the late meeting of the 
American Surgical Association. He remarkt that the symptoms 
and the prognosis depend on: (1) the size of perforation; (2) wheth- 
er, at the time of perforation, the stomach is empty or full; (8) 
the position of the patient (unimportant); (4) the nature of the in- 
fection, character and number of bacteria being of the utmost 
importance. Experiments with a case of duodenal fistula at 
Johns Hopkins Hospital showed that infected milk was dis- 
charged with the infectious organisms still active. Hence the 
speaker urge the necessity of using sterilized food, and of steril- 
izing the mouth for two days prior to operation. Hyperacidity 
seems, under certain conditions, to favor development of germs. 
(5) As in typhoid, leucocytosis is of great importance when pres- 
ent. An important question is: Shall we use opium, and how 
much? ‘The answer is, most emphatically, to use only as much 
opium as is absolutely necessary to ease the pain! Another ques- 
tion of importance is: Shall we await shock? Equally emphatic 
is the answer, i. e., operate immediately. This is particularly true 
if the symptoms are growing more pronounced. Local anesthesia, 
combined with a few whiffs of chloroform, if necessary, is of 
great importance in operating for purposes of diagnosis. Indeed, 
in this manner the entire operation is best done. The steps are as 
follows: the cardia should first be examined; second, the pylorus; 
third, the lesser curvature, and last, the posterior surface. He 
closed by speaking of the hopeful results of surgical intervention. 


Speaking of the evidences of prostatic atrophy after castra- 
tion, Dr. E. L. Keyes (Medical Age) sums up his views thus: (1) 
Experiments, whether on man or the lower animals, relating to 
the normal prostate do not of necessity apply to the enlarged 
prostate; (2) there is no direct pathological evidence that castra- 
tion has ever caused atrophy of a hypertrophied prostate; (38) 
there is direct pathological evidence that in a few cases castra- 
tion has failed to cause atrophy of the hypertrophied prostate; (4) 
the majority of cases reported thus far have been labeled ‘‘cured” 
or “improved” so soon after operation that many of them are 
doubtless instances of local depletion; (5) clinical evidence of this 
is afforded by relapses occurring months after the operation; (6) 
of the permanent cures some may well be instances of permanent 
advantage derived from reduced congestion; (7) the clinical evi- 
dence as to the actual atrophy of the prostate after castration 
lacks as yet its scientific confirmation, and has failed thus far to 
prove its title to the surgeon’s credence.—All of which, it may be 
remarkt, is rather hard on White, of Philadelphia. 


Dr. Edward Martin, Professor of Clinical Surgery in the Uni- 
versity of Pennsylvania, at Philadelphia, in a recent article on the 
treatment of empyema (St. Louis Medical Review), gives explicit 
and instructive directions regarding the indications and technic of 
operation for pleural effusion. The scope and character of the 
article may be gathered from the author’s summary: (1) Empy- 
ema is best prevented by promptly evacuating all considerable in- 
flammatory effusions. (2) In the diagnosis of these effusions by 
means of exploratory aspiration, the skin should be punctured 
by a tenotome at the point where the needle is to be driven in. 
(3) Serous effusions are best evacuated by aspiration. If they re- 
accumulate after the third evacuation, they should be subject to 
continuous siphon drainage, the puncture being made by a small 
trocar and canula, the latter being of such size that a small drain- 
age tube may be slipt thru it. (4) Recent empyemata are best 
treated by continuous siphon drainage, the tube being introduced 
thru a canula of at least the diameter of the little finger. (5) 
When, because of a narrow intercostal space, or because of con- 
stant blocking with fibrinous material, siphon drainage thus pro- 
vided is inadequate, an inch of one of the ribs (usually the seventh 
or eighth) should be resected, and a drainage tube the diameter 
of the thumb should be used. (6) When the conditions are such 
that it is obviously impossible for the lung to expand under the 


influence of siphon drainage and respiratory exercises, Delorme’s 
operation of stripping the pseudo-membrane from the comprest 
lung should be attempted. (7) When Delorme’s operation is im- 
practicable, a resection of the ribs (Estlander) or of the chest 
wall and thickened pleura (Schede) corresponding in extent to the 
size of the underlying cavity is indicated. 


“The Etiology and Pathology of Cutaneous Cancer” was the 
title of a paper read by Dr. A. Ravogli, of Cincinnati, at the 
American Dermatological Association this year. He said (Medical 
Age) that from the greatest antiquity the clinical conception of 
cancer has been an ulcer, especially of the skin and glands, with 
exuberant growth of granulations which, when removed has a 
tendency to relapse, gradually spreading and, under marantic 
conditions, causing death. The true etiology was first given by 
Billroth, who considered as carcinoma only those new growths 
which result from epithelial production, together with an infiltra- 
tion in the connective tissues. It is quite natural that the masses 
of epithelial cells, crowding themselves into the midst of the con- 
nective tissues, must produce an irritation which causes a pro- 
liferation of the connective tissue corpuscles. These corpuscles, 
which have the task of providing for the nutrition of the connec- 
tive tissue fibers, are greatly developt in the embryonic state. In 
adult life they are much smaller, but on account of some inflam- 
matory exudation they return to their embryonic stage, increas- 
ing in their volume; their nuclei proliferate, they increase in 
quantity, producing hypertrophy of the connective tissues, until 
they reach the form of papillary growths. In carcinoma the pres- 
ence of sharp epithelial cells crowding down upon the delicate 
structure of the connective tissue fibers causes the connective 
tissue corpuscles to take part in the proliferation; hence carci- 
noma is a malignant production consisting of masses of epithelial 
cells embedded in a connective tissue structure, inflamed and in- 
filtrated. 


Dr. Fenton B. Turck, of Chicago, has lately written an elabo- 
rate essay on “The Care of Patients During Surgical Operations; 
with Some Methods of Preventing Shock and Infection,” in 
which he draws the following conclusions: (1) Pathogenic and 
non-pathogenic bacteria, found on and in the skin before and 
during surgical operations, may produce infection. (2) The skin, 
especially in abdominal operations, is a source of infection that 
may cause death, tho all usual precautions are particularly taken. 
Susceptibility to infection is produced in cases of lowered vitality 
and weakened condition, or in cases in which shock is present, 
from whatever cause, in a mild or severe form. (3) The present 
methods yet in use, of towels and laparotomy sheets, do not sufli- 
ciently protect the field of operation. (4) The use of the rubber 
protector which is made to fit close to the skin more thoroly pre- 
vents the danger of infection from the skin, and also lessens the 
liability of the skin becoming contaminated from the escape of 
visceral contents, pus or other infected material occurring dur- 
ing the operation. (5) The peritoneum may become infected from 
the escape of visceral contents or from any infected cavity opened 
during surgical operations in the abdomen. Infection may result 
even after the most careful precautions are taken, notwithstand- 
ing the use of gauze and careful packing, now in common use. 
(6) When death occurs from supposed “shock” or “exhaustion,” 
especially when the viscera have been exposed to dangers of in- 
fection by the escape of visceral contents, the death is probably 
due more to the infection than to “shock” or “exhaustion.” (7) 
Whenever practicable, the viscera may be drawn thru the small 
openings of the protective rubber shield overlapping the abdominal 
wound, and absolute protection to the abdominal cavity is secured. 
(8)Exposed viscera may be covered with a rubber hood, and kept 
warm by small rubber hot-water bags, thus preventing contami- 
nation, as well as lessening susceptibility to infection. (9) Animals 
naturally immune to certain bacteria are rendered susceptible by 
exposure of the viscera to air for one hour or more. (10) Suscep- 
tibility can also be produced in an animal naturally immune by 
long manipulation of the abdominal viscera, notwithstanding all 
ordinary precautions are taken. Visible trauma is not essential. 
(11) In animals in which susceptibility is not artificially produced, 
only slight effects are observed after intraperitoneal inoculation 
of micro-organisms taken from the skin before surgical opera- 
tions. (12) When an animal is rendered susceptible by exposure 
of the viscera to air, pathogenic and many non-pathogenic micro- 
organisms inoculated may cause infection, followed by death. (13) 
Subcutaneous or intravenous infusion of physiological salt solu- 
tion does not materially render the animal less susceptible, after 
the exposure and manipulation of the viscera. (14) When heat 
at 48 degrees or 50 degrees C. is applied within the abdominal 
cavity during the time corresponding to the exposure and manipu- 
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lation of the viscera (about one hour), inoculation by pathogenic 
or non-pathogenic germs seldom results in infection and death. 
(15) If infection does occur, death is delayed or seems prevented, 
as a result of the procedure described. Susceptibility to infection 
is not materially decreast by the external application of heat. 
(16) Hot-water bags placed in the abdominal cavity during an 
operat’ " prevent shock or collapse, and also produce a modified 
immur .’ or lessen the susceptibility to infection. (17) In severe 
operatiuns, when the extreme shock or collapse is present, resus- 
citation is best accomplisht by the application of heat within the 
stomach and abdominal cavity. 


GYNECOLOGICAL NOTES. 


International Journal of Surgery says: Do not prescribe iron 
for anemic young women suffering from profuse menstruation, 
since, in these cases, the drug seems often to make the trouble 
worse. Arsenic is the most effective drug in those patients, while 
iron is indicated in those who suffer from anemia accompanied 
by scanty and poorly colored menses. 


“Practical Points” have been given of late in a number of is- 
sues of Medical Council by Dr. Wm. V. Morgan, of Indianapolis. 
Among his latest sayings, the following are worth preservation: 
(1) For lacerated perineum septic repair is worse than neglect; 
(2) “Milk-fever” belongs to the suckling stage of obstetric prac- 
tice; (8) “Decayed shock” means either hemorrhage or sepsis; de- 
cide quickly and act boldly. 


St. Louis Medical Review of September 22, 1900, gives a re- 
sume of a report by Dr. A. Goldspohn, Professor of Gynecology 
in the Chicago Post-graduate Medical School, containing details 
of two cases of intestinal obstruction following vaginal hysterec- 
tomy, and one after pelvic abscess, with a secondary operation in 

‘each case. Of the secondary operations performed for ileus fol- 
lowing vaginal hysterectomy there were two, and one after pelvic 
abscess. In the first case vomiting began fifty-six hours after 
the operation, and continued with growing tenderness of the 
tympanitic abdomen and some rise in temperature and accelera- 
tion of pulse. The abdomen was opened eighty-four hours after 
operation, and the small intestine was found severely distended 
and intensely injected, with loss of luster, and some threads of 
fibrin upon the loops nearest the pelvis. ‘Thru drainage’ from 
the abdominal incision into the vagina was introduced. The pa- 
tient died thirty-six hours after the ventral section. In the sec- 
ond case the general condition of the patient was perfect for 
eight days, when there was some distension and rhythmic colicky 
pains and some tenderness of the lower abdomen, and nausea 
and vomiting. The symptoms did not subside, and on the tenth 
day ventral celiotomy was performed. More than a pint of free 
fluid peritoneal exudate at once escaped from the incision. All the 
small intestines that came into view were injected, and the luster 
was absent over extensive areas. Vaginal drainage was estab- 
lisht, and the patient made a good recovery. In the third case 
a large pelvic abscess was opened by a transverse incision in the 
posterior vaginal vault, and, after packing with sterilized iodo- 
form gauze for a week, a soft rubber drainage tube was intro- 
duced and the cavity irrigated daily. Sixteen days after opera- 
tion difficulty arose with the bowel evacuations. Treatment be- 
ing unsuccessful, abdominal section was performed on the twen- 
tieth day, and an almost complete obstruction was found; a por- 
tion of the small intestine was acutely attacht to the abscess wall 
below. There was markt peritonitis present. This patient died 
seventy-two hours after the ventral section. The secondary 
operation for the relief of post-operative ileus, to be successful, 
the author declares, must be performed early—before peritonitis 
is present. When the difficulty arises early it will often be diffi- 
cult to exclude post-operative peritonitis. 


Septic diseases of the puerperum, which have such an impor- 
tant bearing on the work of gynecologists, are thus groupt by Dr. 
Thomas G. Stevens (New York Medical Journal), based upon the 
pathological anatomy found in each: 

A. Infection of the vulva and perineum. 

(a) Catarrhal vulvitis. 
(b) Pseudo-diphtheritic vaginitis. 

B. Infection of the vagina. 

(a) Catarrhal vaginitis. 
(b) Pseudo-diphtheritis vaginitis. 

C. Infection of uterus. 

(a) Endometritis. 


I. Metritis, simple, dissecting, cellulitis in 
a. Broad ligament. 
b. Utero-sacral ligament. 


II. Salpingitis, pelvie peritonitis. 
a. Periovaritis. 
b. Parenchymatous ovaritis. 
III. General septicemia. 
a. Lymphatie: 
1. Peritonitis, local and general. 
2. Ovarian abscess. 
3. Pleurisy. 
4. Pericarditis. 
b. Thrombo-phlebitic: 
1. Pneumonia. 
2. Pleurisy. 
3. Ulcerative endocarditis. 
4. Diffuse cellulitis of skin. 
5. Meningitis. 
6. Cerebral abscess. 
7. Arthritis. 
8. Infarction of liver. 
9. Infarction of spleen. 
10. Infarction of kidneys. 
11. Phlegmasia alba dolens. 
(b) Acutest septicemia. 


In New York Medical Journal of September 1, 1900, Dr. Lewis 
S. MeMurtry, of Louisville, has a valuable article on fibroid 
tumors of the uterus complicating pregnancy. He thinks that in 
many cases of this character operative treatment may not be re- 
quired, yet im all cases pregnancy is made more distressing and 
labor far more perilous because of the presence of fibroid tumors 
of the uterus. The great variety in the density, form and loca- 
tion of these tumors renders the management of pregnancy so 
complicated exceptionally difficult and responsible. Small tumors 
of the subserous variety do not, as a rule, seriously disturb the 
normal course of pregnancy and parturition. The site and devel- 
opment of the larger tumors has much to do with the disturb- 
ance of pregnancy occasioned by their presence. When the tumor 
is located in the cervix or lower segment of the uterus, pressure 
symptoms will appear earlier and be more acute than if it be so 
located as to rise readily above the pelvic brim. The dangers 
incident to the presence of tumors arise from several distinct 
pathologie processes. The very bulk of the tumor with associated 
pregnancy may produce such pressure as to necessitate operative 
intervention. Changes in the tumor or uterine adnexa may give 
rise to peritonitis, and demand radical operative treatment. Altera- 
tion of normal conditions produced by the tumor predisposes to 
vicious insertion of the placenta and to malpresentations of the 
fetus. Degenerative changes may so weaken the uterine wall as 
to facilitate rupture of the uterus. The diagnosis of the co-exist- 
ence of pregnancy and fibroid is rendered exceptionally difficult 
by the fact that the differentiation of these two conditions is a 
problem often presented for solution. As to treatment, small 
subserous fibroids in any part of the uterus, and moderately large 
interstitial tumors of the fundus, will not require operation. If a 
tumor of moderate size arises from the lower segment, and is the 
eause of constant pain from pressure against the bony pelvis, at 
the same time providing a serious obstacle to safe delivery, the 
tumor should be removed. The operation to be preferred is hys- 
tero-myomectomy. A case is reported by Dr. McMurtry in which 
the tumor grew from the lower and posterior part of the uterus, 
and had fallen into Douglas’ space. 


BOOK NOTES. 


One of the most important books of the year is a treatise on 
Practical Gynecology, by Dr. BE. EB. Montgomery, Professor of 
Gynecology in Jefferson Medical College, Philadelphia, just pub- 
lisht by P. Blakiston’s Son & Co., of Philadelphia. It is a su- 
perbly illustrated volume of more than 800 pages with 527 cuts 
and plates—practically all of them original and designed exclu- 
sively for this work. It represents the labor of fifteen years— 
years filled with teaching and operating as well as writing, and 
thus may be said to be the life work of this distinguisht author 
whose writings are familiar to readers of this journal, to which 
he has been a frequent and valued contributor. Taken as a 
whole, it may properly be said to be the most comprehensive, sat- 
isfactory, up-to-date one-volume treatise on diseases of women 
ever issued. It is to be hoped it may meet an immense sale, for 
it deserves it. 
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An important announcement is made by the well-known pub- 
lishing house of J. B. Lippincott Co., of Philadelphia. By a trans- 
action just concluded, a number of old-fashioned dwelling houses 
on East Washington Square have past from the ownership of the 
heirs of the famous lawyer, Horace Binney, and will soon be 
torn down to make way for a fine building to be occupied by J. 
B. Lippincott Company, whose old home on Filbert street, above 
Seventh, was burned down some months ago. Possession is to 
be given by September 14, and it is expected that the demolition 
of the old structures will begin soon after. The site is considered 
a very eligible one for the Lippincott Company, as it has light on 
three sides, is very central, and they will be enabled to promptly 
issue and increase their excellent line of medical publications by 
standard authorities. By the way, their new catalog, just issucd, 
is handsomely illustrated with excellent portraits of many of 
America’s leading medical writers. 


Reprints received recently, worthy of mention, are: Ankle 
Sprains. By Edward H. Ochsner, B. S., M. D., Chicago...... 
Care of Double Cryptorchidism. By the same author...... D's- 
eases of the blood in Their Relation to Surgery. By Geo. G. Van 
Schaick, M. D., Attending Surgeon to the French Hospital, New 
The Successful Treatment of Anemia. By H. P. Loo- 
mis, M. D., Professor of Pathological Anatomy in Bellevue Hos- 
pital, New York...... A Crushable Button as an Aid to Suturing 
in Intestinal Anastomosis. By R. C. Coffey, M. D., Portland, 
MOTO, 5s as Deep Breathing vs. Tuberculosis. By H. H. Spiers, M. 
1D., Ravenna, O...... Hay Fever. By R. Alex Bates, A. B., M. D., 
Assistant to the Chair of Principles and Practice of Medicine in 
the Hospital College of Medicine, Louisville...... Abortion. By 
A. D. Wilkinson, M. D., Lincoln, Neb...... On  Microcephalic 
Idiocy and Its Surgical Treatment by the Method of Lannelongue 
(in German). By Dr. 8S. Lowenstein, Heidelberg, Germany...... 
Injury and Disease—A Clinical Study. By Gilbert George Cot- 
tam, M. D., Rock Rapids, Ia——Treatment of Epididymo-Testi- 
cular Tuberculosis (in French). By Mons. Dr. Mauclaire, of Paris 
ees Sigmoid Sinus Thrombosis. By James I. McKernon, M. D., 
Professor of Otology in the New York Post-graduate Medical 
School...... A Contribution to the Technic of Modern Urano- 
plasty. By the same author...... Medicine as a Business Propo- 
sition. By G. I'rank Lydston, M. D., Professor of Genito-urinary 
Surgery in the College of Physicians and Surgeons of Chicago 


Ssouee Pus in the Pelvis. By John L. Jelks, M. D., Consulting Sur- 
geon for Pelvic Diseases in the Shelby County Hospital, Mem- 
a Educational and Legislative Control of Tuberculosis. 


By Chas. A. Denison, M. D., Denver, Colo———Neurasthenia; 
Some Points in Its Pathology and Treatment. By G. W. Mce- 
Caskey, A. M., M. D., Professor of Clinical Medicine and Nervous 
Diseases in the College of Medicine and Surgery of Ft. Wayne, 
CT ee Ss Report of a Case of Tumor of the Cerebellum, with 
Drainage of Fluid Thru the Nose. By the same author...... 
Stump Pregnancy. By John C. Morfit, M. D., St. Louis, Mo...... 
A Report of Five Cases of Tubal Gestation. By R. J. Christie, 
Jr., D., Quincy, Tl. ..... The Adaptation of the Rules of Asep- 
sis to Private Obstetrical Work. By H. S. Crossen, M. D., Late 
Superintendent of the Female Hospital, St. Louis, Mo...... Neu- 
rasthenia. By John Punton, M. D., Professor of Nervous and 
Mental Diseases in the University Medical College of Kansas 


NS. cas Five Hundred and Fifty Surgical Operations without 
Aleohol. By Chas. Gilbert Davis, M. D., Chicago, Ill...... Inter- 
nal Administration of Iodine. By R. W. Gardner, Ph. C., New 
Pachymeningitis. By Samuel E. Earp, M. S., M. D., 


Professor of Principles and Practice of Medicine in the College of 
Physicians and Surgeons of Indianapolis, and John T. Scott, M. 
D., Professor of Histology and Pathology...... Gastrostomy for 
Traumatic Stricture of the Esophagus. By Geo. Ben. Johnson, 
M. D., Professor of Gynecology and Abdominal Surgery in the 
Medical College of Virginia, Richmond...... Treatment of Can- 
cer of the Cervix Complicated with Pregnancy. By the same au- 
CHOP. A Case of Multiple Malignant Lymphoma Treated by 
Operation. By J. W. Smith, M. D., St. Louis, Mo...... A Case of 
Sub-mucous Myoma. By Hunter Robb, M. D., Protessor of Gyne- 
cology in Western Reserve University, Cleveland, O...... Two 
Cases of Genital Tuberculosis. By the same author...... On 
Radical or Tentative Treatment of Piles. By Thomas H. Manley, 
Surgeon to Harlem Hospital, New York. 


Saunders’ Question Compends No. 7.—Essentials of Materia 
Medica, Therapeutics and Prescription-writing, arranged in the 
form of questions and answers. Prepared especially for students 
in medicine. By Henry Morris, M. D., Fellow of the College of 
Physicians of Philadelphia; Physician to St. Joseph’s Hospital, 


Walnut street, Philadelphia, Pa. Price, $1. This will prove a 
useful manual for refreshing the memory either for an examina- 
tion or in the early years of practice. The title indicates the 
scope of the work. It follows the last edition of the United States 
Vharmacopia, no reference being made to the preparations of 
the B. P. Doses have been expresst in the metrical system of 
weights and measures, as well as in the apothecaries’ weight and 
wine measure. Drugs are classified according to their actions. 
In the form of question and answer all the essential points in this 
branch of medicine are successively brought out, including pre- 
scription writing, influences that modify the effects of medicines 
and their administration. The book is neatly printed and bound, 
and is a worthy addition in its revised state to their excellent 
series of Compends. 


Alfred C. Cotton, A. M., M. D., of Chicago, Professor of Dis- 
eases of Children in Rush Medical College, Accoucheur and Physi- 
cian for Diseases of Children, Presbyterian Hospital, Staff Mem- 
ber of the Central Free Dispensary and the Cook County Hospital, 
President of the Chicago Pediatric Society, Member of the Ameri- 
ean Pediatric Society, ete., has written an excellent little book 
on the Anatomy, Physiology and Hygiene of Infancy and Child- 
hood. It fills a long-felt want for a concise presentation of ac- 
cepted facts in this important field of study. To those who have 
known this eminent teacher of pediatrics during the past twenty 
years no further commendation is necessary. To those who are 
not familiar with his lectures at Rush, it will be of very great 
interest. It has one hundred illustrations, and is sold at $1.50, 
net, postpaid, by Chicago Medical Book Co. 


Spracht says (International Journal of Surgery) that the early 
stage of pyosalpinx or salpingitis is hard to recognize because it 
follows immediately upon, or is associated in conjunction with, 
endometritis, the endometritis masking the symptoms of tubal 
disease. 


GOOD ENOUGH FOR HIM. 
BY DR. G. A. MOORE. 


For a doctor, old and weary 
From his life of toil and love, 

Came an angel down from heaven 
To transport his soul above. 


Said the angel, “I’m from heaven; 
The Lord just sent me down 

To bring you up to your reward: 
To wear your golden crown. 


“You have been a friend to ev’ry one, 
And workt hard, night and day, 

You have doctored many thousands, 
And from few received your pay. 


“So we want you up in glory, 

You have toiled both long and hard; 
And the good Lord is preparing 

Your eternal, just reward.” 


Then the angel and the doctor 
Started up toward Glory’s gate, 
But when passing close to hades, 
The guiding angel murmured, “Wait! 


“T have here a place to show you; 
It’s the hottest place in hell, 

Where the ones who never paid you 
In eternal torment dwell.” 


And, behold, the doctor saw there 
His old patients by the score; 
And, taking up a chair and fan, 

He wisht for nothing more, 


But was bound to sit and watch them 
As they sizzle, singe and burn, 

So his eyes would rest on debtors 
Whichsoever way they’d turn. 


Said the angel, “Come on, doctor, 
There’s the pearly gates I see;’’ 
But the doctor only muttered, 


ete. Fifth edition revised and enlarged. W. B. Saunders, 925 


“This is good enough for me.” 
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One-half Page 180 00 90 00 45 00 
One-fourth Page.............2.-2.2000+ 90 00 45 00 24 00 


50 Per cent. additional for space facing reading matter. 


AMERICAN JOURNAL PUBLISHING COMPANY, 
ST. LOUIS, MO. 


DO YOU KNOW THE VIRTUES 


Of the water and climate of Eureka Springs, Ark? Do you want 
toknow? We havea booklet on the subject which is yours for 
the asking; it is free. Address Bryan Snyder, G. P. A., Frisco 
Line, St. Louis. 


A BRANCH OFFICE. 


In order to more effectually serve their customers in the East, 
the Camphoral Chemical Company have opened a branch office 
at 95 Broad street, New York City. 

There they will at all times have a full stock of the Camphoral 
remedies, and orders from Eastern customers will more quickly 
be filled from that office than they could be from Parkersburg. 

All orders for introductory packages should be sent to Park- 
ersburg, as heretofore. 

The necessity for this office speaks well for the success of the 
company, and opening it shows their enterprise. 


AMENORRHEA. 


Dr. C. C. Abernathy, of Pulaski, Tenn., writes: “I prescribed 
Dioviburnia (Dios) for a young lady who had been suffering from 
amenorrhea for six months, with instructions to report results. At 
the expiration of two months she wrote: ‘I am entirely relieved.’ 
Encouraged by this gratifying remark, I prescribed Dioviburnia 
in the treatment of dysmenorrhea, leucorrhea and menorrhagia, 
in all of which there was, as is usually the case, congestion of the 
womb and ovaries, and it acted well in every case. I shall con- 
tinue to use it.” 


EPILEPSY. 


Neurosine (Dios) is without question the most powerful, safest 
and efficient remedy in epilepsy, frequently effecting a permanent 
cure where the treatment is persisted in. Dose one tablespoonful 
three times a day, modified as conditions may indicate. Neurosine 
contains no poium, morphine, chloral or other deleterious drugs. 
No detrimental after-effect. 


THE EFFECT OF CODEINE. 


The Medical Record (March 38, 1900,) quotes the following 
from an article by Dr. G. J. Lochboehler in the Journal A. M. A. 
(December 2, 1899): In epidemic bronchitis codeine is a valuable 
remedy for the relief of the harrassing pain of the cough, and 
when combined with one of the coal-tar antipyretics the anal- 
gesic effects become more pronounced. It is a favorite drug in the 
cough of phthisis and chronic bronchitis, and its sedative influ- 
ence is highly satisfactory, clinical data having shown it to be 
the best succedaneum for opium. Another advantage of codeine 
over morphine derivatives and one of special value in bronchial 
affections, is that the patients not only cough less but also expec- 
torate more easily than after taking any of the morphine de- 
rivatives. The cough-dispelling power of codeine is such as to 
make it indispesable in phthisis patients, and a point of great 
importance in these cases is that it does no impair the appetite or 
digestion, never produces nausea, and can therefore be used un- 
interruptedly for months. For the many bronchial and laryngeal 
neuroses, the exhibition of codeine in combination with anti- 
kamnia (antikamnia and codeine tablets) meets with well merited 


three years. 


DISTURBED METABOLISM. 


Derangement of the functions of the Glandular System dis- 
turbs metabolism and health is impossible until the missing se- 
cretion is supplied to the economy. In some instances supplying 
the element is necessary for a time only, in others it must be per- 
sisted in. 

The wonderful results produced by the Suprarenal Capsules 
in hay fever and asthma; by the Thyroids in goitre, myxoedema, 
cretinism, fibroid tumors and various skin diseases; by the Bone 
Marrow treatment in anemia, chlorosis, marasmus, rachitis and 
malaria, and the Ovarian and Parotid Extracts in ovarian troubles 
have suggested to practitioners the idea that many intractible 
diseases of obscure origin may be benefited by the organothera- 
peutic agents. 

Physicians desiring to experiment may obtain from Armour 
& Company samples of their preparations. 

Messrs. Armour & Company showed at the Paris Exposition 
their Pepsin, Pancreatin, Thyroids, Suprarenal Capsules, Extract 
of Beef and Soluble Beef, and were awarded a gold medal. 


THE BEST PAIN REMEDY. 


Pinedale, Pa., Aug. 13th, 1900. 

Salo-Sedatus Chemical Co., St. Louis, Mo.: 
Gentlemen:—The Salo-Sedatus you sent me proved to be the 
best pain remedy that I have used in my forty years’ practice. 
It prove satisfactory in every case I have used it. Send me one 
ounce in powder at once by mail for which enclosed find one 
dollar. Respectfully, 
DR. W. F. CHRIST. 


RESULTS FROM THE ADMINISTRATION OF IRON IN A 
READILY ASSIMILATED FORM AFTER GYNECOLOG- 
ICAL OPERATIONS. 

By C. A. Von Ramdohr, M. D., 

Professor of Obstetrics in the New York Post-Graduate Medical 
School; Gynaecologist to St. Mark’s Hospital and the German 
Poliklinik. 

Read before the Section in Obstetrics and Gynaecology of the 

New York Academy of Medicine. 

Some months ago I had the misfortune of having a patient 
lose a comparatively large amount of blood after a trivial opera- 
tion. In spite of the weakened condition of her stomach I tried 
iron,* as the quickest acting tonic, to counteract her anaemia. 

The results were so extraordinarily good and her general ap- 

pearance improved to such a degree that I decided to put all my 

patients on the use of the same preparation after any operation, 
and to carefully note the good or bad results of its administra- 
tion. 

To further guard against making any allowance to my en- 
thusiasm, I had the blood of some patients at the New York Post- 

Graduate Hospital tested by Dr. H. T. Brooks, the director of its 

pathological laboratory, and similar tests at St. Mark’s Hospital 

made by the pathologist, Dr. George Lindenmeyr. Some cases 
were kindly loaned me for observation by Dr. H. J. Boldt, Dr. 

J. R. Nilsen, and Dr. Carl Beck; to all of these gentlemen I here- 

by once more acknowledge my indebtedness. 
The preparation used in all cases was Pepto-Mangan (“Gude”). 
The results as found have shown me and will convince you 

that it is not only possible, but highly beneficial, to feed a patient 
on this tonic immediately after an operation and during conva- 
lescence, as a routine treatment. 

In only one case, that of a twelve-year-old girl, referred to 

me by Dr. Beck, an account of which is appended here, had the 

administration to be suspended because it was not well borne. 

In no case was constipation observed, nor was the Pepto- 

Mangan taken with aversion. 

The period of trial varies from twelve to forty-four days. 

Quite a number of patients disappeared before the second exam- 

ination of blood could be made. 

There have been examined twelve gynaecological cases, among 

which is one check case. I append, however, as long as the ex- 

aminations have been made by the pathologist, two general sur- 
gical and five medical cases. 

Case I. (Post-Graduate Hospital), patient aged twenty-seven 

years. Ovariotomy. Time of administration, seventeen days. 

First count, 5,050,000 red corpuscles to the cubic millimetre; sec- 

ond count, 5,312,000 to the cubic millimetre. 

Case II. (Post-Graduate Hospital), patient aged twenty- 

Laparotomy. Time of administration, sixteen 


sanction. 


*Pepto-Mangan (Gude). 


l- 
yf 
f 
| 
| 
is 
‘Ss 
1, 
it 
4 
\- 
1, | 3 
i- 
e 
| 
| 
it 7 
al 
| | 
3 
b 
| 
| 


xx 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


days. First count, 3,600,000 red corpuscles to the cubic milli- 
metre; second count, 3,870,000 to the cubic millimetre. 

Case III. (Post-Graduate Hospital), patient aged twenty-sev- 
en years. Alexander’s operation. Time of administration, twelve 
days. First count, 4,437,500 red corpuscles to the cubic milli- 
metre; second count, 5,670,000 to the cubic millimetre. 

Case IV. (Post-Graduate Hospital), patient aged thirty 
years. Oophorectomy. Time of administration, twelve days. 
First count, 5,250,000 red corpuscles to the cubic millimetre; sec- 
ond count, 5,400,000 to the cubic millimetre. 

Case V. (St. Mark’s Hospital), patient aged thirty-eight 
years. Excision of fibroid of cervix. Time of administration, 
twenty-three days. Tirst count, 2,624,000 red corpuscles to the 
cubic millimetre; second count, 3,450,000 to the cubic millimetre. 

Haemoglobin (percentage of normal amount): First exam‘na- 
tion thirty-five per cent; second examination, sixty per cent. 

Case VI. (St. Mark’s Hospital), patient aged eighteen years. 
Miscarriage after pneumonia at fifth month. Curettage. Time 
of administration, twenty-four days. First count, 2,432,000 red 
corpuscles to the cubic millimetre; second count, 3,842,000 to the 
cubie millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty-four per cent; second examination, fifty-five per cent. 

Case VII. (St. Mark’s Hospital), patient aged twenty-five 
years. Vaginal hysterectomy. ‘Time of administration, fourteen 
days. First count, 2,962,000 red corpuscles to the cubic millime- 
tre; second count, 3,264,000 to the cubic millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty per cent; second examination, forty-two per cent. 

Case VIII. (St. Mark’s Hospital), patient aged twenty- 
three years. Pyosalpinx. Vaginal operation. Time of admin- 
istration, twenty-four days. First count, 3,426,000 red corpus- 
cles to the cubic millimetre; second count, 4,280,000 to the cubic 
millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, forty per cent; second examination, sixty-two per cent. 

Case IX. (St. Mark’s Hospital), patient aged twenty-one 
years. Emmet’s operation. Time of administration, thirty-six 
days. First count, 2,351,540 red corpuscles to the cubic milll- 
metre; second count, 3,740,000 to the cubic millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty-five and a half per cent; second examination, seventy 
per cent. 

Case X. (St. Mark’s Hospital), patient aged thirty-seven 
years. Beck’s operation. Time of administration, forty-four 
days. First count, 2,253,000 red corpuscles to the cubie millime- 
tre; second count, 3,420,000 to the cubic millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty-six and a half per cent; second examination, fifty-five 
per cent, 

Case XI. (St. Mark’s Hospital), patient aged twenty-one 
years. Laparotomy for pyosalpinx. Time of administration, 
twenty-three days. First count, 2,680,450 red corpuscles to the 
cubie millimetre; second count, 4,758,570 to the cubie millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty-three per cent; second examination, seventy per cent. 

To convince ourselves that not all gynaecological patients 
would have their blood corpuscles increast at the same rate after 
an operative interference as after taking Pepto-Mangan (Gude), 
Dr. Brooks has kindly made this check test in 

Case XII. (Post-Graduate Hospital—control), patient aged 
twenty-eight years. Ovariotomy. Time in hospital, fifteen 
days. First count, 4,368,750 red corpuscles to the cubic milli- 
metre; second count, 4,480,000 to the cubic millimetre. 

Case XIII. (St. Mark’s Hospital), that of a girl, aged twelve 
years. Resection of tuberculous hip joint. Time of adminis- 
tration, seventeen days. First count, 1,865,420 red corpuscles to 
the cubic millimetre; second count, 1,760,000 to the cubic milli- 
metre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty-two per cent; second examination, thirty-two per cent. 

This is the only case where the use of the preparation had to 
be discontinued because the stomach rebelled, and where no im- 
provement was observed. 

Case XIV. (St. Mark’s Hospital), that of a boy, aged fifteen 
years. Large punctured wound of thigh. Time of administration, 
Yourteen days. First count, 2,480,000 red corpuscles to the cu- 
bie millimetre; second count, 8,200,000 to the cubic millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty per cent; second examination, forty-two per cent. 

Case XV. (St. Mark’s Hospital), that of a man, aged thirty- 
seven years. Anaemia. Time of administration, twenty days. 
First count 3,586,510 red corpuscles to the cubic millimetre; sec- 
ond count, 4,550,000 to the cubic millimetre. 


Haemoglobin (percentage of normal amount): First examina- 
tion, fifty-two per cent; second examination, seventy-two per cent. 

Case XVI. (St. Mark’s Hospital), that of a woman, aged 
twenty-four years. Anaemia following malaria. Time of ad- 
ministration, twenty-four days. First count, 3,242,654 red cor- 
puscles to the cubic millimetre; second count, 4,422,500 to the 
cubic millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, fifty-two per cent; second examination, seventy-five per 
cent. 

Case XVII. (St. Mark’s Hospital), that of a woman, aged 
twenty-four years. Professional nurse. Anaemia. ‘Time of ad- 
ministration twenty-eight days. First count, 2,475,216 red cor- 
puscles to the cubic millimetre; second count, 4,060,222 to tne 
cubic millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, forty-two per cent; second examination, sixty-two per cent. 

Case XVIII. (St. Mark’s Hospital), that a girl, aged nine- 
teen years. Professional nurse. Anaemia. Time of adminis- 
tration, twenty-one days. First count, 2,640,100 red corpuscles 
the cubic millimetre; second count, 4,125,000 to the cubic mil- 

metre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, thirty-nine per cent; second examination, sixty per cent. 

Case XIX. (St. Mark’s Hospital), that of a woman, aged 
twenty-five years. Professional nurse. Anaemia and gastric 
eatarrh. Time of administration, thirty-five days. Tirst count, 
2,563,202 red corpuscles to the cubic millimetre; second count, 
3,420,000 to the cubic millimetre. 

Haemoglobin (percentage of normal amount): First examina- 
tion, forty-two per cent; second examination, sixty per cent. 

These last seven cases do not strictly come within’the scope 
of my paper, but still I was loath not to bring them out, and 1 
am glad that Dr. Lindenmeyr in his zeal picked out these last 
three cases of hospital nurses for an experiment. You will no- 
tice how rapid their improvement was from the objective figures, 
more so than that of the women operated on, and, I think, for the 
reason that a certain amount of exercise in the open air helped, 
on the one hand, and the direct loss of blood impaired the mu=ti- 
plication of corpuscles on the other hand. 

However, from the foregoing you will, I hope, agree with me 
that, firstly, it is beneficial to immediately put a patient on whom 
an operation has been performed on the use of an easily assimi- 
lated iron preparation; and secondly, Pepto-Mangan (Gude) seems 
to be such a rational ideal pharmaceutical combination. 

M. J. BREITENBACH COMPANY, 
100 Warren street (Tarrant building), New York City, N. Y. 


ALL THAT IS CLAIMED. 


J. W. Cokenower, M. D., Lecturer on Orthopedic Surgery, Col- - 
lege of Physicians and Surgeons, Attending Physician to the Mr-e 
ey Hospital, Consulting Physician to the Cottage Hospital and 
Secretary of the lowa State Medical Society, said: ‘““‘Waterbury’s 
Cod Liver Oil with Creosote and Guaiacol is all that is claimed for 
it, which has been clinically verified in my practice.” 


SANGUIFERRIN IN WASTING DISEASES. 


John J. Harris, M. D., 1000 Manchester avenue, St. Lou's, 
Mo., writes: “I have recently used with satisfactory results your 
Sanguiferrin (Liquid Haemoglobin, combined with iron and man- 
ganese), and can cheerfully recommend it to the profession. 1 
consider it especially beneficial in diseases of women, when there 
are exhaustive demands upon the system; also in anmia, chloro- 
sis, leukemia and wasting diseases.” 


DR. PUNTON’S NEW SANITARIUM. 


No man in Kansas City has had greater success than Dr. John 
Punton, Professor of Mental and Nervous Diseases in the Univer- 
sity Medical College, and editor of the Medical Index-Lancet. 
Last month he opened his new sanitarium for mental and nervous 
diseases—an elegant building of some forty rooms situated close 
to beautiful Troost Park and upon one of the highest and most 
healthful of the more than seven hills for which Kansas City 
is celebrated. Dr. Punton’s success however has not been alto- 
gether in a journalistic and financial way—his professional suc- 
cess has been such that the new sanitarium opened with practi- 
cally all available space filled. Dr. Punton is to be congratulated 
upon the results he has obtained in his sanitarium work. 
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